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MAINE SMHP INTRODUCTION AND EXECUTIVE SUMMARY

This document i s Mainebs State Medicaid Heal't
the future of the Stateds héMati meidsf 6 mpaeimemt
Advance Planning Document (IAPDYW ch is the fAaction plano to

submitted in draft form in April 2011.

Combined, the SMHP as the vision, and the IAPD as the action plan, provide the framework of
the Maine Medicaid HIT programlhe SMHP and IAPD should be read and understood in the
context of being aligned and integrated with the broader Maine-Bid¢eHIT initiative.

As background, Americabs health care system h
at the local, statend national levels in both the public and private sectors. As the health care

system became increasingly fragmented and costly, over the past several decades, different
approaches were attempted to manage costs, integrate health care, and imprtywe gaed.

While done with good intentions, these approaches relied heavily on paper documents and did

not result in truly integrated care or full patient involvement in health care decisions. They also

did not produce a system of electronic reportireghanisms that would enable patients, the

medical community, and decisionakers, to fully measure quality atalimprove health

outcomes.

The 2009 federal Health Information Technology for Economic and Clinical Health (HITECH)
Act? brings health information technology into theé'2&ntury. Its goal are tdmprove general
population health, encourage better ttreahre through the availability of comprehensive patient
information and expand patient involvement in managing tbein care through thavailability
and useof health information technology.

The SMHP is a comprehensive document that pro\adiesnework for the State tguidethe
direction of theMedicaid HIT program. Agahigh level, it identifies the t a vtis®o® goals, and

objectives of the Medicaid HIT program for th
SMHP provides the criteria and process for el
Professional so) to r ec e wnstall, begic wse orimpreve puaentme nt s
electronic records (AAdopt, | mpl ement, or Upg
standards (fACertifiedo). It also | ays the fo
integration and quality of healthar e ( AiMeani ngful Useodo). The SMH

oversight functions including reporting, audit, recoupment, and Hfpagxkention measures.

The SMHP serves as the vision for the future state of the Medicaid HIT environment. Its roots

are foundn the goals of health information exchange and meaningful use und¢ifiB€EH

Act . I n addition to the SMHP, Mai ne i s submi
i mpl emento the SMHP.

! The State submitted a draft SMHP in October 2010. CMS provided written comments in December 2010 which

were incorporated into a draft version 2 SMHP that was submitted in January 2011. CMS provided additional
comments in April, 2011 advisingthe Sttt addr ess t he comments in a final SN
SMHP on May 2, 2011. This document addresses the CMS April 2011 comments and is the final Maine SMHP.

2 The HITECH Act is part of the 2009 American Recovery and Reinvestment Act (ARRA).

Maine SMHP Decembe&015 Pageb




The body of the SMHP is divided into five Sections followedatypnclusion and appendices:

C. Activities D.The

A. HIT @ B. HIT q Necessary to . E.The
N N o St at ebs A
| so Beo Administer and Audit St ateds H

Landscape Landscape Overseethe EHR Roadmap

. Strate
Incentive Program oy

Figure 1 - SMHP Sections
SECTI ON A. HI'T ENVI RONIMENTIAANBEGAPEAS

The 20L80fARandscape Assessment provided Maine
Health Information Technology (HIT) in Maine prior to implementation of the Meaningful Use
Program. This SMHP updates that assessment for:

1 An overview of the organiz@nal structures of HIT Programs in Maine;

1 The inventory and use of HIT applications and technical systems in Maine;

1 Updated survey results of the status of EHR use and participation in the MU Program by
provider type, and access to high speed broatibarvices in Maine.

Il n 2013, in collaboration with Maineds State
MaineCare conducted a comprehensive health care provider survey designed to collect
information on E H R use and for the first time, tb&alth and higispeed broadbahuse and
capabilities. To view the survey:
http://www.maine.gov/connectme/grants/ntia/docs/2013_BaselineUpdate.pdf

The survey results were quite informative and idlused to further target outreach to current
and potentially MU Program eligible health care providers. Moreover, the broader goals of
Health Information Technology will be further enhanced by the vast amount of useful
information from the survey.

SECTION B. FBETO ALTANDS CAPE

Mai neéBseoii ™Medi caid HIT Landscape for 2020 is r
Visionary level: Strategic use of HIT in Maine will enable transformation of the healthcare

delivery system to become patient centered, efficiennzoré effective. The MaineCare

Meaningful Use program will support healthcare transformation by incenting providers to adopt

and meaningfully use HIT, invest state and federal resources to achieve the goals of the triple

aim, and develops policiesthatadvae t he stateds HIT vision and
Meaningful Use program will achieve a level of systems integration as defined by the CMS

Medicaid Information Technology Architecture framework for achievement of the IHI Triple

Aim.

3 See Appendiies A1, B-1, CG-1, D-1, and E1 for CMS questions posed to states to answer in their SMHP
document.
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http://www.maine.gov/connectme/grants/ntia/docs/2013_BaselineUpdate.pdf

Five Year LevelWhat the opportunities that the HITECH Act and federal and state cooperative
efforts across the spectrum of HIT offer and how to best use these opportunities to build upon
and improve health care access, efficiency, quality, and outcomes.

In the 2011SMHP Maine was guided by the framework provided by the HITECH Act for
improving health information technology. The structure of the programs established by the
HITECH Act recognizes a federal/state partnership to build the HIT vision and to plan and
implement that vision. Sinc011theHIT environment in Mainéascontinued to be dynamic
with improvement in HIT technology arahincreased need for transformationhefalthcare
delivery systems tbe more responsive to value based principlesemqdirements of state and
federal healthcare initiatives.

Collaborative strategic efforts between state and federal entities, i.e. CMS, ONC, HRSA, and

NCQA, have produced many changes in policy and regulation that need to be reflected in the

design, devepment and implementation of Medicaid systems as they relate to the Medicaid

Enterprise Architecture. Updated standards have resulted in a new CMS MITA 3.0 Framework

to which the state of Maine is currently pursuing a State/sléssment to redefinethet at e 0 s
business, information,-l asoda-Bechihecal saactitap.
given the advancement of HIT due the stateods
complete detail in Section E.

The 2015 ONC vision which guidéise current federal efforts is:

Vision: Health information is accessible when and where it is needed to improve and protect
peopl ebs heangt h and wel |

Mission: Improve health, health care, and reduce costs through the use of information and
technology

Ma i n e 6wide BT @isior,is built uponboth federal and state goals afijectivesand

aligned to the State I nnovation Modelare( SI M) s
anchored in providing and facilitating a healthcargtesy that is persecentered, integrated,

efficient, and evidenebased, accessible to all people in Maine:

—

Preserving and improving the health of Maine people requires a transformed patien

centered health system that uses highly secure, integratedtronic health information
systems to advance access, safety, quality, and cost efficiency in the care of individual
patients and populations.

The Medicaid HIT program uses these guiding principles to provide building blocks for the
developmentofits i si on and plans which have been devel
most vulnerable populations including children, the eldartygl disabled beneficiaries served by

the MaineCare program.
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Given that the overall structure of HIT vision, has charsjede the submission of the 2011
SMHP due the incorporation of Meaningful Use into the SIM program, the Meaningful Use
Program is overseen by the Deputy Director of Maine Care and is incorporated into the
following SIM subcommittees which drive the overalion and advancement of IT initiatives
as incorporated into the statewide SIM initiative teams:

Leadership Team

Steering Committee

Payment Reform Subcommittee
Delivery System Reform Subcommittee
Data Infrastructure Subcommittee

= =4 =4 -8 -

The Deputy Director o©MS reports to the DHHS Commissioner who in turn reports directly to
the Governor. Detailed information regarding the governance of the day to day operations of the
MU program can be found in this current section while a medepth description of SIM
Governance can be found in SectionrEpage21d’.

In 2011 MaineCare initiated an environmental scan of the healthcare environment to determine
the current state of health informatimthnology adoption and use in Maine. State agencies,
MaineCare providers, members of the public, Office of Information Technology, Office of State
Coordinator, State finance officials, quality associations, advocates, and individuals and groups
that hadparticipated in the OSC visioning process. These sessions and the thoughtful work done
by all of the participants gave MaineCare an understanding of a common vision for the Medicaid
HIT program in concert with other Statede health information technolggfforts and under

the rubric of the OSC developed State HIT plan. This vision still holds true today and is
incorporated into all aspects of the Medicaid program as we advance HIT to improve patient care
access and delivery:

A Medicaid program thatreploys secure electronic health information technology to provide
truly integrated, efficient, and high quality health care to MaineCare Members, and to improve
health outcomes.

SECTION C. ACTIVITIES NECESSARY TO ADMINISTER THE EHR INCENTIVE
PROGRAM

The Medicaid HIT program provides many benefits to MaineCare beneficiaries, healthcare

providers, and those developing health policies. The program also presents challenges, which

come from the complexities associated with planning and implementing ascgonggram

using new technologyver the past five years, MaineCare has developed processes and

activities necessary toeffectively administer the Medicaid HIT Program. The program has used

the CMS framework provi ded tactsitwaitteise d$drs aeetviec
SMHP: 1) Program Registration and Eligibility; 2) Payment; 3) Appeals; 4) Repdjing;

Communication, Education and Outreach; and 6) State Oversight. MaineCare developed a step

* Hyperlinked crosseference
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by-step process flow to identify each activityeded to meet EHR program technology and
operations requirements and then for each activity, identified specific tasks and technologies.
SECTION D. AUDIT, CONTROLS AND OVERSIGHT STRATEGIC PLAN

Maine understands and respects the importance of oversitgig BIT program. MaineCare

conducted a thorough examination of the Federal oversight requirements for Medicaid HIT
programs which it used to develop its audit, controls, and oversight processes and requirements.
Maine is using a riskased auditing appach to help ensure program integrity, prevent making
improper incentive payments, monitor the program for potential fraud, waste, and abuse, and
recoupment procedures. In previous years the Audit Strategy was included within the SMHP
document, per CMSguwdnce as a best practice Maine wild/|
Audit Strategy in a separate document.

SECTION E. GAP ANALYSIS AND HIT ROADMAP

Mai ne comp-hs edcautratedl Avgi-Bieho tfhtae tagiidedtify what the State
needstwlo to plan and i mplement a successful Me d i
met if the State makes progress towards both the EHR incentive payment effort and-the long

term HIT vision. The results of the gap analysis were fed into the HIT Roadmdpean

Activities sections of the SMHP.

CONCLUSION AND APPENDICES

The SMHP concludes with a summary and appendices that supplement and provide more detail
in support of the State Medicaid Health Plan.

SECTION A. AS-IS

The 20-0L60AKAaAsdesstnanpprovided MaineCare with a baseline understanding of

Health Information Technology (HIT) in Maine prior to implementation of the Meaningful Use
Program. This SMHP updates that assessment for State Level HIT Governance and

Organization and Inveaty and use of HIT technical systems and assets in Maine. Using

information provided in 2013 from a jointly developed environmental scan, MaineCare has been
able to expand upon itsd outreach efforts to
Programn. The evaluation of the Health Information Exchange (HIN) by HealthTech Solutions

(4/ 24/ 2014) provided the program with an unde
supports to the broader health information system. The State Innovation Mooehglphase

(4/2/1371 9/30/13) informed the Health Information Technology strategies in the state to achieve
transformation in Maineds healthcare delivery
for details).

Section A. Part 1. State Level HIT Geernance.

In 2010, under the HITECHct afour year cooperative agreement was established between the
Office of the National Coordinator (ONC) and the state of Maine to establish a governance
structure to develop HIT policies and implement a statewide health information exchange
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( Mai n e 0 slth [afOrrhalion A exlanology Strategic Plan). The governance structure,

Mai nebs Office of the State Coordinator (0OSC)
healthcare providers, advocacy groups, consumers, and government entities. The governance
modelwas built around an executive steering committee and standing committees which advised
the OSC on HIT issues. This feyear time period enabled Maine to build and implement a
sustainable HIT governance structure in which the OSC governance structbezhas

assimilated into the overall DHHS governance structure in the form of astakegholder
governance operated under Mai neo-som@itteet e | nno
focused on data and infrastr uc thangeavas dévelapedby t
to further identify health information gaps affecting value based purchasing strategies. The
umbrella of the Stateds VBP governance struct
(SIM), Health Homes Program, Accountable Communitieth) the Meaningful Use Program
transitioning to truly integrating with emerging initiatives that fully promote the Triple Aim. A

more detailed discussion of the new HIT organizational framework as it relates to these state

wide initiatives can be foundiISECTION E of the SMHPage210°

Vv
h

Mai neds Meaningful Us e Go voegrr@ditoe tattbre Mairei t i oned f
Department of Health and Human Services. Thammational structure is shown below:
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Figure 21 Maine Department of Health and Human Services Organizational Chart
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Ala. Commi ssi oner 6s Of fice

The Department of Health and Human Services is led by a Commissioner appyitited

Governor of Maine, and confirmed by the Maine State Senate. The Commissioner is responsible
for oversight of all/l DHHS Of fices, financi al
Medicaid (MaineCare), and policy.

Alb. Office of Maine Care Sevices

The Office of MaineCare Services (OMS) has ov
(MaineCare), Maine Eye Care, Maine Rx Plus, Drugs for the Elderly and Disabled, Data

Analytics, and the MaineCare Meaningful Use Program.

The following organizatinal chart depicts the OMS management structure:

ManeCare

Stefanie Nadeau
Director
[ [ [ [ [ |
Administration Operations Pharmacy Policy Healthcare Strategic Initiatives|
Management
1 1 ]
Contract Management — i "
i Bgl ol Phermecy Poit Rule Making HIV-Waiver | Emergency Department
| Contract, Program and | OM Of Sdei GHS Care Collaborative
Prject Management ;ow\//!der and Member | StatePlan Childrends Health
L o ICes Pharmacy Help Amendments | Insuranog Prpgram | Hedth Homes
Medical Director Aditsiment Desk ) Reauthorization Act
J ” S, — Waivers (CHIPRA) |—  Accountable Communities
| Communications and — P“?V' erServ_lce_s_
Traing Third Party Liability L CMSLiaison — CareManagement — SM
I Health Information | Quality Assurance I Prior Authorizations
Technology
Dataand Chenge Classfication
—  Business Analytics — Menagement "~ Review/Case Mix
| Payment Error Rate
Measurement (PERM)
"~ Privacy and Security

Figure 3- MaineCare Organizational Chart

1 Administration: The Office of Maine Care Services is led by the Medicaid Director who
manages the administration of the Administrative Senior Management Team who has
program and operations oversight for opera
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Deputy Medicail Director has responsibility for Health Information Technology (HIT)
initiatives, including the MaineCare Meaningful Use Program whose Program Director
reports directly to the Deputy Director. This structure ensures that HIT and the MU
Program are fullyntegrated into the administration of Medicaid initiatives.

1 The Operations Divisiomanages claim submission and processing, quality assurance,
data analytics and privacy. The fiscal agent, Molina, performs claims processing,
pag/ment, and reporting functions using the MIHMS system. $8etonA4cl on page
34° for more detail.)

1 Third Party Liability (TPL)coordinates the avoidance of MaineCare costs through paying
private insurance premiums when eceffective; a COBRAlike insurance for some
children; and date recovery. The fiscal agent supports this function by hosting a
database that contains information related to other insurance coverage available to
MaineCare Members.

1 Customer Servicasteracts with MaineCare providers to process provider enrolsnent
provide information and training, and answer questions related to policy, billing, claims
status, and other payment issues. The fiscal agent supports this function through help
desk and call tracking workflow, and an Automated Voice Response SystenSjAVR

1 Health Care Managememwtwersees and manages services provided to MaineCare
Members including the MaineCare Pharmacy program; prior authorizations; and care
management. A fiscal agent supports this function by processing pharmaceutical rebates.

1 TheData Analyticaunit provides claims and health care data gathering and analysis for
tracking services, expenditures, quality assurance, trending, and forecasting.

1 Privacy and Securitgf all data, but especially, Protected Health Information (PHI) is at
the forefront of all actions and activities at MaineCare Services. The Privacy and
Security Officer for MaineCare i s a member
discussed above.

1 The Policy Divisiorpromulgates rules for MaineCare, oversees $tkate Amendments,
and coordinates legislative activities. The Policy Division promulgated the MU Program
rules which referred and deferred to CMS rules and where appropriate, provided Maine
specific rules for the MU Program.

Alc. FinanceAudit

The Departmentdos finance division i-vwider esponsi
budgets for federal and State funding, and for accurately and timely tracking expenses ensuring
that all expenditures comply with Federal and State laws.

The Financ®i vi son al so includes the Departmentds a

® Hyperlinked Crosseference
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1  MaineCare Audit conducts cost settlement reviews on MaineCare providers receiving
reimbursement on a cost basis such as Nursing Facilities, Hospitals, Residential Care
Facilities, Private NoiMedical Institutions and Intermediate Care Facilities for the
Mentally Retarded (ICF/MR);

1  Social Service Auditconducts desk reviews on¥33 audits submitted by community
agencies as well as cleseat reviews on all Department contracts to-sedipients;

1 Internal Auditi oversees all auditing of DHHS conducted by external agencies, assures
corrective action plans are implemented and meeting their objective and conducts
specialized audits as needed;

1  Program Integrity oversees payments under MaineCarenforcost settled programs,
conducts post payment reviews to prevent/limit fraud, waste, and abuse and to recoup
funds when appropriate (including the MU Program); and

1 Rate Setting sets reimbursement levels and oversees all rate setting activities.

From 2011 until early 2014, the audit division was responsible for conductingrnat@ost

payment audits for the MU Program. Beginning in May 2014, the audit function was transferred
to a vendor. (See Section D: State Audit Strategy for more detdte dU Program audit
process.)

Ald. Operations and Programs

Al1d1.Office of Continuous Quality Improvement (OC&lpports and enhances
the quality and integrity of services provided to the people DHHS serves. OQI emphasizes
consumer and family involvement, building strong relationships with internal and external
stakeholders, and the use of outcome measuremegigi® policy and decisiemaking.

A1d2.0Office of Family Independencetermines eligibility for all entitlement
programs, collects child support, assists with disability determination; and TANF and the Food
Supplement Program.

Ald3. Office of Adult Mental Health Servicesersees programs for Maine adults
with mental health needs, including community services, hospital services, and censumer
directed services to eligible adults and members.

Al1d4.Office of Adults with Cognitive arRhysical Disability Servicesversees
programs for Maine adults with mental retardation or autism and adult developmental services,
brain injury services, and physical disability services.

Aldb. Office of Child and Family Servicesersees programs feligible children
including behavioral health programs, child welfare services, and early childhood programs.

Al1d6.Division of Elder Servicegsversees three program areas: Elder Services
Community Programs, LoRgierm Care Services and Supports, and ABubtective Services.
Some of the services funded by MaineCare include Adult Day Health Services, Adult Family
Care Homes, Home and CommurBgsed Waiver Services, Home Health Services, Home
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Based Care, Hospice Services, Nursing Facilities, Private Mursing/Personal Care Services,
and Residential Care Services.

A1d7.0ffice of Substance Abuseersees substance abuse prevention,
intervention, education and treatment.

Al1d8.Maine Center for Disease Control and Prevention (Maine CDC)
CDC is Maineds public health agency that moni
population, and addresses emerging health concerns:

1 The Chronic Disease Divisidracks, prevents and reduces the impact of major
chronic diseases using an ecoladiapproach that considers individuals within the
social, organizational, and environmental contexts in which they live. Programs
include: the Partnership for a TobaccoFree Maine, Healthy Maine Partnerships,
Comprehensive Cancer, Physical Activity and Niatn, Diabetes, Breast and
Cervical Health, Oral Health, Cardiovascular Disease, and Coordinated School
Health.

1 Environmental Public Healtprotects people from environmental hazards through
public health strategies such as Safe Drinking Water, Heedffection,
Environmental and Occupational Health, Wastewater, and Radiation Control.

| Family Healthuses populatiofased public health strategies to address the health
of certain segments of the population. Programs include: Public Health Nursing;
Early and Periodic Screening, Diagnostic and Testing Services; Injury Prevention;
WI C; Genetics and Newborn Screening; Wom
Adult Health.

1 Infectious Diseastocuses on preventing and controlling infectious diseases.
Programs inlmide: Immunization; Epidemiology; and HIV, STD, and Viral
Hepatitis.

1 Public Health Systemsrovide some of the crogsitting and foundational public
health functions. Programs include: Health and Environmental Testing Laboratory,
Vital Records and Vital tatistics, Public Health Emergency Preparedness and
Public Health Informatics.

The federal requirements for the Meaningful Use program requires EHs and EPs to submit
specialty registry information to a sih@tebds C
the registration and attestation process for EHs and EPs which includes the onbodlaing t

CDC specialty registrieSee Appendix € page297for more details regarding the onboarding

process.

A1d9.Office of Information Technology (Ol within the Department of
Administrative and Financial Services. OIT has a group of staff dedicated to DHHS which
includes staff dedicated specifically to the MU Program. OIT is responsible for the delivery of
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safe, secure and high performing netwonkd aystems to State agencies for daily performance

of their missions. OIT plays a key role in supporting the technical needs of MaineCare and

DHHS programs by providing and supporting IT systems that enable programs to meet the needs
of the state. For thU Program, OIT developed an IT solution to collect and report MU

program information. OIT also and provides ongoing operational support for the technical
solutions used by the MU Program and provider users. This also includes all automated
interfaces, ife transfers and processing between the States MU program SLR, various State
agenci es an BleaGM& GactioNC iR for more detail.

Section A Part 2. Use of EHRsind HIT by the Numbers

A2a. 2010 Baseline Survey

In 2010, MaineCare commissioned a survey of health care providers which functioned as a
baseline assessment for the incentive payment Progitsar2010 Survey found that only 49%
of medical practices and% of hospitals had implement&tR systems in all or most of their
departments or areas. EHR adoption varied greatly by Medical practice size and type. For
example, 66% of 96 large practices had adopted and implemented EHR technology in their
practice; 8% of the 120 medium size practices; with only 32% of the 180 small practices
adopted and implemented EHR technology in their practice.

Of the 210 Medical practice sites that had not adopted or implemented EHR technology, 70%
plan to adopt and implemeBHR technology in the next five years.

Based on these data, 63 Medical practices (including eligible providers) practice sites without an
EHR had no plans to adopt or implement EHR technology within the next five years.

Medical practices (includindigible providers) practices that currently do not have EHR
technology identified that the primary barrier was the cost to acquire EHR technology; second
was cost to maintain EHR technology; and the third was a mix of return on investment concerns
and inernal knowledge/technical resources barriers.

Nearly all of the hospitals reported that a majority of clinical staff use the EHR routinely with 66
percent reporting over 90 percent, and 28 percent reporting between 51 and 90 percent. Nearly
threequartersof the hospitals reported that a majority of providers use the EHR system

routinely. Another 14 percent reported that between 25 and 50 percent of providers use the EHR
system routinely and another 14 percent reported that fewer than 25 percentafiddirpruse

the EHR system routinely. One of the hospitals reported no longer using paper charts; 34
percent reported that they maintain paper charts, but that the EHR is the most accurate, complete
source of patient information; 59 percent use a mixapiep and electronic information; and one
hospital primarily uses paper charts, but maintains electronic records for some clinical
information.

Dental practices were also surveyed. A challenge for dental practices is that alrvuef ohe

dental practices in Maine reported that they were small solo practices. In addition, although 70%
of the dental practiceshad an EH R, thedentalEHRwas fAcerti fi edo under

" Hyperlinked CrosdReference
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requirements. Instead, dentists used practice management syR8)o( electronic dental

records EDR) which are geared toward dental services.

Based on the initial 2010 survey, Maine predi
pr of es s i o nrA810,degigiation dbout thei hdspitadsed professional, changes to the
application process, such as the proxy amount for the cost of,Ed&s$urther discussions with

provider associations, led Maine to believe that the estimate could as high as 1,000 EPs. (Note:
To date, the actual participation rate of Eligible Professionals exceeds 2,500 EPs.)

A2b. 2013/2014 Brodband/HIT Collabor ative Survey

Il n 2013, in collaboration with Maineds State
MaineCare jointly conducted a comprehensive health care provider surveyedegigollect

information on EHR use and for the first time, telteealthand highspeed broadband use and
capabilities in Maine. To view the survey:

http://www.maine.gov/connectme/grants/ntia/docs/2013 BaselineUpdate.pdf

The survey resulteere quite informative and are being used to further target outreach to current
and potential MU Program eligible health care providers. Moreover, the broader goals of Health
Information Technology will be further enhanced by the vast amount of uskfurhiation from

the survey.

Avalilability of Broadband.The 2013 survey results show that 98 percent of surveyed healthcare
facilities have access to the internet, an increase of 8 percentage points since 2011. The survey
showed that 95 percent sdirveyed organizations have access to broadband, an increase of 7
percentage points since 2011. In terms of specific broadband technologies, 61 percent have
access to cable, 53 percent to DSL, 34 percent to fiber optic, and 32 percdnt Thé

availablity of mobile wireles® whether at broadband speeds oBnist also relatively high at

30 percent.

Use. 79 percent of respondent health organizations exhibit heavy computer use (68% almost all
of the time; 11% most of the day, almost every day). Onlgri.gnt indicated they had not used

the computer at all in the previous week, and 2 percent indicated that they had no computer at the
practice location.

The percentage of respondents that use some form of broadband is relatively high at 95 percent.
In terms of specific broadband technologies, 43 percent connect to cable, 29 percent to DSL, and
22 percent to 1. Only 4 percent use fiber optic or fixed wireless technologies. 12 percent use
mobile devices to connect.

The percentage of healthcare organaret that have no internet connection and would like to
connect is a high 46%.

Similar to businesses, healthcare organizations connect to the internet first and foremost to
conduct basic communications (98%) and office functions, such as recordke&gis)ga(t
managing finances and billing (67%). Other major reasons to connect are to provide or access
training online (77%) and to conduct the healthcare practice (63%). The percentages of
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respondents who use the internet to participate in the Healthinifedddth Information
Exchange (HIE) was found to be 22%; to provide telemedicine services was 13%; and transmit
medical imagery was also 13%.

With faster internet, the largest percentage of respondents indicated that they would do more
telemedicine/telehdta (32%), recordkeeping (24%), and online training (23%).

Drivers. The availability of new online healthcare technologies, such as electronic health records
(EHRSs), eprescribing, and telemedicine systems, are major drivers ofdaigécity broadband
connectivity among Maineds healthcare organiz

Onethird of the2013 survey respondents are connected to the HIE, although most have read

only (82%) rather than interactive access for data exchange. 64 percent of respondents have
installed and use an EHR system, and of that 64 percent, over 80 percent use theesysiym h

Of those respondents that use an EHR system less than 50 percent of the time, almost half (47%)
indicated that they are still in the process of implementing such a system. In comparison with
EHR systems, r emgswihnd 714) antklemedicne systems (7%),

additional drivers of broadband adoption, is relatively low. It is important to note that the largest
percentage of respondents (32%) indicated they would do more telemedicine if they had faster
internet.

Barriers. Although theMaine healthcare community has made meaningful gains since 2011 in
using broadband to deliver services, barriers still exist in the adoption of internet and specific
health information technologies that improve patient care and drive broadband adégtion.

with other consumer groups, lack of awareneds ofo a d thenefits (insluding federal

payment incentives), access to adequate service, and perceived value for the cost continue to be
the biggest barriers. Lack of IT support in small practices alstintes to be a barrier, although

a significant percentage (66%) of 2013 respondents indicated that they have an employee
dedicated to IT duties.

The 2013 survey of health organizations updates our knowledge and provides new findings on
computer and inteet use and broadband subscribership of this key consumergroup.

Over half (64.2%) of the practices have multiple locations with 34.7 percent practicing at a
single location within MaineMany of the respondent organizations are longstanding: 72.2

8 The 2010 survey firidgs were based on data from an existing 2010 Health Information Survey conducted by the
Muskie School Cutler Institute for Health and Social Policy, University of Southern Maine, for the OSC. The 2013
survey results are based an expanded email and opigstionnaire and reflects a sample of 513 healthcare facility
locations, out of a total numbef 3,135 survey recipients. The 2013 survey sample comprises a range of healthcare
organizations, from behavioral health facilities (the majority at 52.0%ntpterm care facilities (12.2%),

ambulatory healthcare facilities (8.6%), dental facilities (4.9%), federally qualified health centers (FQH(Ea]) or
health clinicfRHCs) (4.9%), and home health agencies (4.0%). As respondents to the survey weem doc

long term care and behavioral health, the results will be different from the 2010 survey which was comprised of
health care practices.
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percent have been in practice for over a decade, with 30.7 percent over 30 years. The largest
percentage of organizations are small, with less than 5 employees (28.2%); 19.5 percent have 20
to 50 employees. Only 10.8 percent of respondents have over 108yesypl

Availability. 2013 survey results show that 98 percent of surveyed healthcare facilities have

access to the internet, an increase of 8 percentage points since 2011. However, having internet
access does not mean that the level of internet access needed to perfotiesaginh as tele

health or sending images, is adequate for those types of services. In late 2014, the ConnectME

Aut hority, based on changes to FCGpreuelde so, niohde
Authority moved from a 1.5 Mbps down to 10 Mhgsand down, which is capable of carrying

high image and data files, which are needed for newer and more sophisticated health care

delivery. The change resulted in the recalculation of access to be reduced from 98% to 26%,

which demonstrates the need &alditional resources and efforts at improving high speed

internet services.

Computer and internet use79 percent of respondent health organizations exhibit heavy
computer use (68% almost all of the time; 11% most of the day, almost every day). Only
percent indicated they had not used the computer at all in the previous week, and 2 percent
indicated that they had no computer at the practice location.

Significantly, the largest percentage of respondents indicated that they would do more
telemedicne/telehealth (32%) if they had faster internet. They also cited recordkeeping (24%),
and online training (23%) as important. Fewer respondents indicated they would connect with
other offices of the same practice (19%) or with other practices (17%),atdin the health
information exchange (14%) and transmit medical imagery (7%).

Drivers of computer and internet usé major driver of highcapacity broadband connectivity is

Mai nebs HIE, a secure, i nter op ealtlrdrdidornmaonh wo r k
with healthcare organizations, providers, public health agencies and consumers statewide.
Admini stered through Megrivatenorgprofii e@gahizatiord, anfl o Net , a

supported by federal grant monies under the Healthrtrdion Technology for Economic and
Clinical Health Act, the network currently connects 35 out of 38 Maine hospitals and many of
Mai neds heal t hthia of¢he 20a3csiintey réspoadents a® noandttede

highest percentage of participatisrshown among FQHCs or RHCs (57.1%), behavioral health
facilities (51.4%), ambulatory healthcare facilities (45.9%), and those facilities that are affiliated
with a hospital (73.7%) or part of an FQHC or RHC (60.0%).

Of those respondents that are coneedo the HIE, the largest percentage (82%) haveoabd
rather than interactive access for data exchange. Behavioral health facilities indicate they have
readonly access, whereas FQHCs or RHCs (72.7%) and ambulatory healthcare facilities
(64.7%) are rost likely to interact fully with the system.

? http://www.hinfonet.org/aboutis
19 Note that connection to the HIE does not necessarily mean use of it; in response to a different question, only 22
percent cited they used the system
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Other major drivers to broadband subscribership in the healthcare industry are the availability of
EHR, eprescribing, and telemedicine systems that improve patient care. HealthinfoNet, which

also serves abe Maine Regional Extension Centéhelps Maine primary care providers and

critical access and rural hospitals adopt and effectively use certified EHRpagstgbing
technologies. The fAmeaningful wuseo fwaf EHRs is
Medicare and Medicaid Services (CMS) EHR Incentive Programs, which make 100 percent

federally funded payments to eligible professionals and hospitals for adopting, implementing,
upgrading, and demonstrating meaningful use of the techn&logy.

Healthcare Organizations Use of EHRs

% 0
Use of Electronic Health Records (EHRS) Respzoonldgents-
EHR installed and in use 64%
Frequency of EHR use:
1 Almost all of the time (100%) 65%
1 Most of the time (75%) 16%
1 Part of the day (50%) 7%
1 Occasionally (25%) 2%
1 Rarely (10%) 9%
1 Not at all (0%) 1%
Reasons for less than 50% use:
1 Currently implementing EHR 47%
9 Too many clicks 5%
1 No patient summary snapshot 5%
Reasons for no EHR system:
9 Funding/costs 59%
1 Not needed 32%
9 Too complicated 13%
1 Plan to close/selpractice in 3-5 years 6%
9 Lack of access to required internet speeds 2%
Awareness of Medicaid/Medicare EHR incentive
payment program: 55%
9 Aware 45%
1 Not aware
Participation in EHR incentive program:
T No 65%
fYes 17%
fDonét know 18%
Number of professionals participating in EHR
incentive program: 48%
113 21%
14-7 6%

™ http://www. hinfonet.org/providers/mairegionalextensiorcenter
12 http://www.maine.gov/dhhs/oms/HIT/

Maine SMHP Decembe&015 Page20



http://www.maine.gov/dhhs/oms/HIT/

1811 9%
112-15 16%
116 and over

Reasons for lack of participation in EHR incentive

program: 43%
1 Behavioral health care facilityd do not qualify 39%

1 Unaware of the Meaningful Use Program 7%

1 Do not employ type of professionals who are 7%
eligible 4%

1 Long term care facilityd do not qualify
1 Do not serve enough Medicare/Medicaid
patients to qualify

Table2 - Healthcare Organizations Use of EHRs

The low percentage of participation in a Meaningful Use Program is not surprising, given the
makeup of the survey respondents. Many respondents were not eligible providers such as long
term care and behavioral health organizations. When the surveg @suttompared with the

actual number of percentages of potentially eligible professionals, participation in a MU Program
jumps to over 76%.

Il n comparison with EHR -wessiting (88%) and telsnedicmel e nt s 6
systems (7%), addimnal drivers of broadband adoption, is relatively [dWResults show that

the use of @rescribing is more likely among ambulatory healthcare facilities (83.8% use e
prescribing), FQHCs or RHCs (85.7%) or organizations that are part of an FQHC or RHC

(80.0%) or affiliated with hospitals (42.1%). FQHC or RHC respondents or those organizations
affiliated with FQHC or RHCs are most likely to provide telemedicine services (19.1% and

20.0% respectively).

It is important to note that the largest percentagesgondents (32%) indicated they would do
more telemedicine if they had faster internet.

Barriers to computer and internet useAlthough the Maine healthcare community has made

meaningful gains since 2011 in using broadband to deliver services, barriers still exist in the

adoption of internet and broadbaddven HIT to improve patient care. As with other consumer

groups, lackb awar eness of broadbandés benefits (inc
to adequate service, and perceived value for the cost continue to be the biggest barriers. Lack of

IT support in small practices also continues to be a barrier, althoughificant percentage

(66%) of 2013 respondents indicated that they have an employee dedicated to IT duties.

13 From 2011 to 2013, the use of telemedicine dropped from 18 to 7 percent, in large part due to differences in
measurement criteria between the 2011 Muskie School study and this update. The updaterfabasese of high
speed internet for delivering telemedicine services, whereas the Muskie School examined the use of
telecommunicatior telephones, -nail, video® to provide diagnosis, treatment, education and other healthcare
activities, a somewhat brdaer focus.
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Figure 5- EP
Reasons for EHR Adoption Resistance

Finally, lack of perceived need is the major reason healthcare organizations cited for not
providing telemedicine services (53%), with funding costs second (19%), and reimbursement
issues third (13%)
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Figure 6 - Additional Reasons for EHR Adoption Resistance

The results of the survey will be used to more fully inform the education and outreach

components of the MU Program. The survey also points out the challenges of attempting to get
long term care ankehavioral health facilities the resoas and ability to implement B$ and

more fully use the technology that is needed
older, more rural state such as Maine.

The high patrticipation ratesf eligible providers and hospitals in the Maine MU Program in will

likely be further enhanced through theliferationo f al t er nati ve payment m¢
necessitate certified electronic health information systems to facilitate care coordination and
population care management. The results ofghevey havdreen shared with the SIM grant

governance body.

A2cC. 2015 Current Statistics from Mai neods
Program

In addition to information gathered through the Connecfidthority the state conducts data

anal ysis of program information through the E
program progress and quality to define outreach methods for providers. For more information on
detailed outreach methods regagdthe EHR Incentive Program please refer to Se@iohthe

SMHPon pages4.**

1 Hyperlinked Crosswalk
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A2c1.2011 2015 Maine Eligible Hospital Participation

2015 Eligible Hospital Participation

Hospital No. Payment Payment Payment Total

Type Participating  Year 1 Year 2 Year 3

Critical 16 $ 5,562,103 $ 3,642,183 $ 825,635 $ 10,029,921
Access

Acute Care 20 $ 18,409,791 $ 14,419,368 $ 3,673,568 $ 36,502,727
Total Paid 36 $ 46,532,648
EHs

Table3- 20112015 Eligible Hospital Participation

20112015 Eligible Hospital Meaningful Use Completion

Stage 1 Stage 2

33 92% 9 25%
Table4 - 2011-2015 Eligible HospitaMeaningful Use Completion

20112015 Eligible Hospital CEHRT Inpatient Vendors in Maine Hospitals

Cerner EPIC

Orion Health MEDHOST, Inc.
MEDITECH McKesson
CPSI (Computer Programs and Systems), Allscripts

Inc.

Table5 - 20112015 Eligible Hospital CEHRTInpatient Vendorsin Maine Hospitals

A2c2.2011-2015 Maine Eligible Provider Participation

Maine launched the Medicaid Meaningful Use Incentive Program in October 2011. The first
program year all applications were for Aldttestation of meaningful use began in the second
year of operatiofi 2012. By the end of 2014 program year 52% of providers attested to Stage 1
MU compared to 48% in 2012.

‘ HIT MU Program Trend

Program Year AlU MU
Program Year 2011 1285 0
Program Year 2012 682 627
Program Year 2013 330 1124
Program Year 2014 195 1197

Total by Program Year | 2492 2948
Table6 - HIT Meaningful Use Program Trend
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AlU by Program Year and Eligible Provider Type

Provider Program Program Program Program Total
Type Year Year Year Year
2011 2012 2013 2014
CNM 28 12 10 9 59
DENT 13 61 16 8 98
MD 949 446 168 99 1662
NP 283 160 131 76 650
PA 12 3 5 3 23
AlU - 1,285 682 330 195 2,492
only

Table7 - AlU by Program Year and Eligible Provider Type

Meaningful Use by Program Year and Eligible Provider Type

Provider Program Program Program Program  Total
Type Year Year Year Year
2011 2012 2013 2014
CNM 0 11 22 32 65
DENT 0 0 12 15 27
MD 0 477 847 869 2,193
NP 0 133 238 274 645
PA 0 6 5 7 18
MU -only 0 627 1,124 1,197 2,948

Table8 - Meaningful Use by Program Year and Eligible Provider Type

AlU and MU Combined Eligible Provider Total

Program Program Program Program Total
Year 2011 Year 2012 Year 2013 Year 2014
1,285 1,309 1,454 1,392 5,440

Table9 - AlU and Meaningful Use Combined EP Total
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Progression to Stage 1 has been steady. 44% to 54% of Physicians and midlevel providers (NP,
CNM and PAG6s) have completed Stage 1. Progres
program year 2014. We expect to see this change in program year 2015 @a&dere will

move to Modified Stage 2.

Eligible Provider Progression AlU to Stage 1 and Stage 2 MU

. %

Provider Total @ Stage Stage % Stage 1 % of all
Type AD e All 1 Stige 2 to Stage 2 to stage 2
CNM 59 65 124 62 50% 3 5% 2%
DENT 98 27 125 27 22% 0 0% 0%

MD 1,662 2,193 3855 | 2,084 54% 109 5% 3%
NP 650 | 645 | 1295 | 618 48% 27 4% 2%
PA 23 18 41 18 44% 0 0% 0%
ROPOM 2,492 2,948 5440 2809 52% 139 5% 3%
Table 10- Eligible Provider Progression AlU to Stage 1 and Stagip
ap
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Top twentyvendor usen Maine for each program year.

Eligible Provider CEHRT Vendor Use by Program Year

Rank
by % 2011 2012 2013
of use
1 GE Healthcare GE Healthcare GE Healthcare
2 Epic Systems Epic Systems Epic Systems
Corporation Corporation Corporation
3 Cerner Corporatior Allscripts Allscripts
. ECLINICALWORK ECLINICALWORK
4 Allscripts S S
NextGen LSS DATA
S Healthcare SYSTEMS athenaHealth
6 SuccesseEHS Cerner Corporation SuccessEHS
7 ECLINIEQLWOR SuccessEHS CompuGroup
8 CompuGroup Practice Fusion = NextGen Healthcare
Vitera Healthcare
9 LSS Data System:s CompuGroup Solutions
10 McKesson NextGen Healthcare FEEs
Development Grouy
Networking
11 Technology dba | LSS Data Systems McKesson
RXNT
12 Sage Mitochon LSS Data Systems
Networking
13 HealthPort athenaHealth Technology dba
RXNT
14 athenaHealth Defran Elekta IMPAC
15 Elekta IMPAC e MDs Greenway Medical
Technologies
Indian Health Abraxas Medical
16 DiIDE Service Solutions
Networking
17 AmazingCharts Technology dba Practice Fusion
RXNT
18 Practice Fusion Elekta IMPAC Smoky_ BN
Information Systems
19 GEMMS Inc McKesson Drfirst
20 Henry Schein Anasazi Software HenrySchein

Medical System

Inc

Medical System

Table11- Eligible Provider CEHRT Use by Program Year

2014

GE Healthcare
Cerner Corporation

MERIDIOS_LTD
Epic Systems
Corporation

HEALTHPORT_LLC
Allscripts
RHAPSODY

athenaHealth
ECLINICALWORKS

ORION_HEALTH

LSS Data Systems
NextGen Healthcare
SuccessEHS

Vitera Healthcare
Solutions
DENTRIX_ENTERPRI
SE

McKesson

CompuGroup

Indian Health Service

Elekta IMPAC

Kennebec Behavorial
Health
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A2c3. 2015 Maine FOHC/RHC Eligible Provider Stats

Maine has 39 FQHC/RHC practice sites in the state. 323 providers fremghes have

participated in the Medicaid EHR Incentive Program since the inception of the program in 2011.
85% of those providers have completed Stage 1. We expect strong participation to Modified
Stage 2 for our FQHC/RHC sites in 2015.

AlU only: 13 sies, 41 providers - 13%
Stage 1: 23 sites, 275 providér85%
Stage 2: 3 sites, 7 providér2%

A2c4.2015 Mainelndian Health Service Eligible Provider Stats

The state of Maine currently has four Tribally Administered programs. The programs are
administered by the Nashville Area of the Indian Health Service Federal Health Program for
American Indians and Alaska Natives. In addition, there is one Federal Direct Care Service
Facility. Current statistics from the EHRIP show that all four of thegmlly Administered

Healthcare Services and the Federal Direct Care Service Facility have eligible providers that are
participating in the EHRIP

2015 IHS Eligible Provider Participation

IHS Healthcare Service  Total EHRIP AlU Stage 1 Current CEHRT Vendor

Facility Registered EPs EPs MU EPs

Houlton Band of 1 1 Resource and Patient

Maliseet Indians Management System
(RPMS)

Passamaquoddy Tribe 3 3 3 Resource and Patient

Indian Township Management System
(RPMS)

Passamaquoddy Tribe 8 8 3 Resource and Patient

Pleasant Point Management System
(RPMS)

Penobscot Indian Nation 3 3 Resource and Patient
Management System
(RPMS)

Micmac Service Unit 1 1 Resource and Patient
Management System
(RPMS)

Table12- 2015 IHS Eligible Provider Participation

A2c5. 2015 MaineNon-Eligible Providers

Maine realizes the majority of behavioral health providers are ineligible for participation in the
CMS Meaningful Use program, through the incorporation of program eligible primary care
providers into the CMMI funded SIM BHHO structure these ineligiblealbigdnal health

providers will have access to and the ability to collect information coming from the Meaningful
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Use Program for better care coordination and overall statewide HIT integration. As discussed in
Section B in the EHR Incentives Integration td&/SFtunded Health Homes, HRSA Funded

FQHC facilities are also incorporated into the Health Home model for the same p&pase.

refer to pagé4™ for further information on the Healtiome movement.

Section A. Part 3. Privacy and Security

Respecting individuals' right to privacy and protecting their personal health information is
critical to the successful widespread adoption and use of health information technology and
exchange byealth care providers.

I n 2013, the Departmento6s procurement protoco
checkilist to include a chealff that a BAA or other use of data agreement is included as an

addendum to the contract or that no PHI bbe accessed or viewed. This requirement ensures

that appropriate privacy and security laws are adhered to from the beginning of the contract

process.

Currently, the protection of health information is handled through the DHHS Director of
Healthcare Rrv acy who serves as our Departmentos Pri
Privacy and Security Officials or Privacy Liaisons who work to follow state and federal

healthcare privacy laws, including the Health Insurance Portability and Accountability Act of

1996, or HIPAA.The Department implements and updates confidentiality policies, procedures,
training and forms that the law requires for us to keep health information protected, whether that
information is part of a conversation, in a paper chart, orgbamn electronic record. Only the

minimum health information necessary to conduct business is to be used or shared. Additionally,

we only enter into agreements with other organizations to help us with our business processes if
they agree to safeguard tildormation as the law requires.

Maine DDHS will also investigate any possible breach of patient or client data that happens at a
Department office or with one of our vendors or business associates. If an actual breach occurs,
the Department wiltontact individuals whose information is at risk, and report the breach to
government regulators.

In MaineCare Services, the Operations Division Director assumes the role of the HIPAA

Security Officer. A MaineCare employee has been designated as theyRoifficer. These
individuals are key members of the Department
compliance, training, and resolution of HIPAA and other privacy incidents. As an example,
MaineCare issues a weekly message from the MedicaidtDoec . Each weekods me:
a HIPAA tip of the week. I n addition, empl oy
the employeeds performance with respect to pr

!5 Hyperlinked crosseference
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Section A. Part 4. Inventory of Existng Technical Systems and Assets

Ada. Meaningful Usespecific HIT Technology Assets

As described in Mainebs 2011 SMHP, -Masene deve
technical solution for its Meaningful Use Program. This approach allowed Maine to develop a
phased in implementation incorporating new requirements aligning with eaghaft

Meaningful Use.

Mai nedbs MU Program began processing incentive
2011. The system i mplementation continues to
Technology in response to evolving requirementefm CMS and Mai ieds MU Pr
incorporate and accommodate changes to the MU Program; software releases are typically
performed quarterly but may be rescheduled as needed. Changes follow established State

practices for application development, secuigcessibility and deployment. Typical changes

include support for additional requirements for the MU Program as established by CMS, and/or
enhancements to improve workflow.

The MU Program uses the following primary system components:

Mai neds Mesan ifintglfTu TMati alradse &t at e Level Repos
Mai neds Meani n g foucbllecting datafirofii proaderd. 0
Mai neds Meani ng fidolprograneadriitistrationt En d o

Mai ne CDC©O6s
Mai ne CDC©O6s

R e @ forCDC mavidepregistv@inz ar d o
R eidgdr GOCrregistry adminidrationt or 0

= =4 =4 -8 A

g
g

The following sections provide a brief description of each system component identifying the
high-level architectural design (i.e. implementation approach).

Adal.Mai neds Meani ngf ul Use NHIT Dat abasec

1 Overview:At t he core of Mai neds internally deve
supporting the MU Program is an Oracle rel
Database. 0 The dat abas e atasrelated te tthe MUoProgram a g e
and it functions as Maineds State Level Re
been setup to allow information to flow be
Level Repository (NLR) . MaintandléxiilityShiR has be
enforcing datantegrity. The HIT Database has numerous data constraints as well as
dozens of supporting lookup tables which can be customized to support MU program
changes. Maine has implemented multiple system components #rattnwith the HIT
Database to enable the data to be maintained as well as for generating viewable and
printable reports based upon information within the HIT Database.

9 Technical Summary.
Mai neds HIT Database consi s tsainstarce (hitprd)i ngl e
containing three separate but related datasets (or schemas). The primary dataset

Maine SMHP Decembe&015 Page30



(hit_admin) includes MU incentive payment related data, the second (CDCRegistration)
includes CDC related registration data and the third (Reportingt strictly to support

analytical reporting efforts based upon data in the other two schemas. In addition to using
Oracle to i mplement Mainebds SLR, Maine als
data exchanges between the SLR and the NLR as dé&yn€MS reporting

requirements.

Ada2.Mai nebs Meaningf ul Use AFront Endo (e

1 Overview: The primary system component that HIT Specialists and auditors interact
with is commonly referred to as the AFront
accessible through a web browser (e.g. Internet Explorer). The Front End interface
provides a secerprocess for each step of the MU Program incentive payment process
starting with the generation of the initial welcome email to an EP or EH, and continuing
with eligibility determination and then MU submission, attestation and final payment.
Each step othe process is documented and validated with-buthecks and
verifications before moving to the next step. . As HIT specialists and auditors process
incentive payments, the Front End displays informational prompts guiding users through
the process. Thieront End manages provider MU submissions by interacting with a
separate application, the MU Wizard, which is described below.

1 Technical Summary. The primary functionality accessible through the frend
application uses Oracle APEX. Data accessedbgntered through the Font End, is
mai nt ai ned wi t hi n -eMlaapphcatiorsincledesthundréds ef wedbr o n t
pages containing logic that is updated as part of a managed software development
lifecycle. The front end also has the capability to ¢i@lvable and printable reports that
are generated through an external reporting tool (Cognos).

Ada3.Mai neds Meani nqgf ul Use Wi zar do

1 Overview: The Meaningful Use Wizarig$ a stanehlone application which collects and
populates Meaningful Use data which is accessible and viewable through the Front End.
The Wizard collects data on the MU measures for the appropriate program year and MU
definition year (MUDY) from Eligible® r of essi onal s which is fed
Once the data is in the SLR, it is accessible in the Front End Application. The Wizard

supports Medicaid MU eligible professional
portal. The Wizard prompts users toerrdappropriate and validated Core, Menu and
clinical quality measures (CQMs). The Wi za

MU Program via secure FTP where it is loaded daily into the SLR for review and
approval by HIT Specialists.

1 Technical Summary. The Meaningful Use Wizard is a .NET 4.0 desktop application
installed on a computer at an EPOGs practic
Meaningful Use measures to the user based on the eligibility information submitted for
the EP. The current CEHRANd other factors are reviewed by the HIT Specialist who
confirms the appropriate MUDY, Stage, Stage Iteration (1st, 2nd, ...) and reporting period
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(90/356) to be submitted. Once the HIT Specialist completes threquiesite work
required a servdpasedorocess then provisions the Meaningful Use Wizard and the
provider NPI for the appropriate MU attestation submission.

1 Note: Dually Eligible Hospitals (DEH) do not use the Wizard due to the submission of
MU attestation measures via the Medicare MU pavtath are then delivered to the
SLR via the NLR C5 process.

Adad.Mai ne CDCO6és NnRegistration Wi zar do

1 Overview: Providers download the CDC Registration Wizard from the state website. The
CDC Registration Wizard isa staadl o n es tioopmes hoppi ngo applicat
health care providers to register with four Maine CDC Health Registries (Immunization,
Syndronic Surveillance, Electronic Lab Report and Cancer). Demographic information is
entered once and providers use a eifopyn menu to check off the registries they want to
register at. The Registration Wizard also collects information on whether a provider
would be interested in participating in additional registries (Chronic Disease and Healthy
Weight).

1 Technical Summary. The CDC Registration Wizard is a .NET 4.0 desktop application
installed on a computer within rd. provider

Ada5Mai ne CDC6s NnRegistration Editoro

1 Overview: The CDC Registration Editor is a staalbne application developed to
support Maine CDC users. It allows staff to view and edit registrations made by health
care providers with the four CDC Healthd®gries (Immunization, Syndromic,
Surveillance, Electronic Lab Report and Cancer) and to view interest expressed by
providers about the proposed Health Weight and Chronic Disease registries.

1 Technical Summary. The CDC Registration Editor is a .NET 4l8sktop application,
installed on the personal computers of selected Maine CDC Staff and Maine MU
Program Staff.
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Adb. Summary of Meaningful Usespecific HIT/HIE Technology Assets

1 In consultation with CMS, Maine designed, developed, and implementechanse
solution for attestation and payments for Medieadly eligible hospitals and eligible
professionals.

T I'n October 2011, Maineds current technical
allowed MU Program HIT Specialists to process registnatihat were submitted to the
National Level Repository (NLR) and fed electronically to the State. The system enables
the completion of the attestation and payment process for Year 1 Adopt, Implement, and
Upgrade (AlU) payments.

1 In April 2012, the Staten accord with its approved IAPD, performed enhancements to
the system to allow payments over multiple years to be processed and tracked.
Recognizing that some components of the registration and attestation have a distinct
payment year level, the systemstthguished Year 1 AlU attestations from Year 2 MU
attestations.

1 As of 2013, the system also includes the implementation of atdpsipplication (MU
Wizard) that EPs use to enter Meaningful Use (MU) data gathered from CEHRT reports
which is sent electracally to the State. The addition of the Wizard system for the
attestation for Meaningful Use Stage 1 successfully supported the attestation process for
EPs for Meaningful Use while maintaining program integrity by requiring EPs to enter
accurate and confgie data before the system accepts the attestation and sends the data to
the State. It also enables HIT specialists to review each Meaningful Use measure for
accuracy and completeness, before the HIT specialist can continue the review and
approval of theattestation and payment. Similarly, State auditors have the Wizard data
available for both preand posfpayment audits.

T Maineds CDC Registration Wi zard and Editor
within Maine CDC by enabling providers to registerftaine CDC HealtiRegistries
(Immunization, Syndromic Surveillance, Electronic Lab Report and Cancer).

1 To meet MU definition year 2014 and Stage 2, as of 2014, the various HIT systems were
updated to includes the ability for EPs to submit MU measurageforition year 2014
along with Stage 2 specifics including CQMs with specific domain requirements and the
collection of exceptions.

1 Maine will be implementing Stage 3 requirements as they are developed, defined and
approved by CMS as Maine plans to conéirupdating its systems and processes to meet
the goals and objectives of the HITECH Act.

Mai nebs MU Program al so uses components from
Section A.4b below:

MIHMS System Component MU Program Utilization
MIHMS Financial Claims Payment Procesy Data is accessible to MaineCare to identify
and verify claims and data for the MU
Program
MIHMS Provider Enroliment Portal Used by the program to validate Medicaid
provider status.
MIHMS Data Warehouse/Decision Suppor| Data is accessible to MaineCare to identify
System and verify claims and data for the MU
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| Program

Table13 - MIHMS/Meaningful Use Components

Ma i

A4c. Inventory of Major State HIT Technology Systems and Assets
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The following diagram developed for the 2011 SMpitBvides a high level representation of the
systems related to Medicaid management, administration, and oversight.
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Figure 7 - DHHS Technology Assets and Schematic 2015

Adcl.Ma i

neods

Medi cai d Management

I nf or mat

16 The CMS Final Rule identified ten administration and oversight areas that technology assets may be used to meet CMS
requirementsYerifying Eligibility ; Program Registratigriiracking Attestations Payment Procesaudit ProcessReporting
RequirementsTracking ExpenditureAppeals Proces®rovider Questiong’rovider Communications
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In 2011, when Maine was developing its MU Program, it had just implemented a new MMIS

system, MIHMS. After careful consideration and consultation with CMS, the State determined

that the most optimal solution for its MU Program would be to develop aiMgahUse system

that is similar to other existingtatelT systems, and leveraged the integrated network across all

DHHS systems. For example, State MU Program staff use MIHMS to confirm that professionals

and hospitals are enrolled as Medicaid providersietermine if the number of encounters for a

specific provider or practice are in line with the encounter information provided; and other

checks. The following is a description of the MMIS system for illustrative purposes:

MIHMS is an enterprise apghtion built on a Java Framework providing access to the Oracle

database that supports the application. It is an integrated system that supports claims processing,
provider enrollment, care management, program integrity, information management, and case
management . I't also provides the administrati\
care programs including MaineCare, Maine Eye Care, Maine Rx Plus, Drugs for the Elderly,
Chil drends Health I nsurance Pr omghrCagnitive &l P) |,
Physical Disabilities, Childrends Health Ser
diagram below depicts the functions within MIHMS. The box that lies outside of MIHMS is
Pharmacy Benefit Management which includes the pharpeaicy of sale system and pharmacy
claims adjudication.

A
%
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Mai neds Medicaid Management I nfor mat.
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Figure 8 - Maine's Medicaid Management Information System

Al | of the MI HMSOS

applicariti omesndaored s ulpgprod warde

software. MIHMS has over 80 interfaces with other systems including Automated Client
Eligibility System (ACES), Enterprise Information System (EIS), Maine Automated Child
Welfare Information System (MACWIS), Maine Adult Protectiervices Information System

(MAPSIS), AdvantageME and others.
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Adcla. MIHMS Claims and Financial Management

The primary functions of MIHMS are claims adjudication; providing the data for reporting,

analysis, and payment; and ensuring that all activities have the necessary levels of auditing and
security to maintain the integrity of the process and system.

Claims submissions can be through the Provider Portal, the Electronic Data Interchange (EDI)
Gateway for switch vendors, and elements of the Reports Manager combined with a

subcontracted imaging solution using Good Health Systems (GHS) for paper claimsinddl cl

are available in MIHMS including pharmacy claims. Claims status can be obtained via Contact
Manager, Provider Portal, and MaineCareods Cus

The financial claim payment process (Flexi) which occurs on a scheduledéxasnines and
extracts the claims in MIHMS and transfers th
system, AdvantageME for payment.

Adclb. MIHMS Provider Enrollment Portal

A key feature of MIHMS is the provider portal which allows providersrroll and update

information along with the Direct Data Entry (DDE) where providers submit individual claims,
track the status of their submitted claims, a
claim contains an error, providers are abledwect it via the Provider Portal and resubmit it to

MIHMS.

Adclc. MIHMS Information Management i Data
Warehouse/Decision Support System

The Decision Support System/Data Warehouse (DSS/DSW) collects and maintains data from
MIHMS delivering advanceddalth care analytic capability with a Medicapecific data model
and reports. The system meets Federal MIHMS certification and DHHS requirements and all
MITA standards.

The application is built on an integrated, analytically ready database that feeds data to the
Executive Information System (EIS) and Decision Support System (DSS). The EIS is a Web
based interface that provides tbhradpfrogmam cess t o
performance and disseminates quick, reliable sumieag) information. It includes a

comprehensive suite of builh Medicaid reports with the ability to analyze data in a variety of

ways.

The summary database matches to reterdl deail in the DSS which has a Decision Analyst

that provides flexible access to recdestel detail in the data warehouse and customized report
templates designed specifically for health care analytics. It provides Management and

Administrative Reporting Sysm (MARS) capabilities that support health care analysis and

fraud and abuse detection and investigation. Each week the Decision Analyst function provides
data from MIHMS to the user6s workstation via

 Maedical claims data
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1 Drug daa from the PBM
1 Reference data
1 Provider data
1 Member data
A4cld. Program Integrity 1 J-SURS
Mai neds Program Integrity wunit, with the Diuvi

provider and Member compliance with applicable laws. TB&IRS system usesstatistical
analysis program on claims data that is fed from the MIHMS claims sysidentdy and
remedy potential health care fraud, waste and abuse cases.

Adcle.MIHMS Contact Manager

The MIHMS Contact Manager system provides help desk and call tracking workflow allowing
authorized users to access a wide variety of reports baseduonber of statistical variables.

The engine behind Contact Manager provides a tool to deliver Member eligibility and claim
status information, deliver call center capabilities; membegpadification, eligibility and
registration; prior approval; claistatus; intelligent call routing, agent client (call tracking,
workflow initiation); web chat; reaime contact metrics; and historical reporting.

The Automated Voice Response System (AVRS) queries MIHMS data via Web services
showing any needed data, Mber prequalification, prior approval, provider account payment
status, claim status, thimhrty liability, drug coverage, and pricing.

Adclf. MIHMS Interface with AdvantageME

AdvantageME is the Statebs fiwthMIEMSadpayaccount i
claims and track financial information. The application is built on a Java Framework and
provides access to the Oracle database supporting the application.

A4c2.Maine Center for Disease Control (CDC)

Mai neds CDC i shealthauthaity. Otganaationgly ibi$ an office within the
Maine Department of Health and Human Services (DHHS).
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Adc2a.PHINMS/Rhapsody/NEDSSI formerly part of the Integrated
Public Health Information System (IPHIS)

Maine uses the Public Health Information Network Messaging Service (PHINMS)
interoperability standards and the Orion Health Rhapsody Integration Engine to support its
public health data exchanges including electronic laboratory reports, immunizatiors yecmtd
Mai ned6s cancer registry.

Data is stored within the National Electronic Disease Surveillance System (NEDSS) and other
CDC systems. Maine receives Electronic Laboratory Reports (ELR) from commercial labs and

several hospital systems throughMaids Heal t h I nf ormati on Exchang
receives ELRs directly from Maineds Health an
nati onal reference | aboratories. Mai ne al so r

hospitals and themssociated urgent care centers, including symptoms reported in emergency
rooms for syndromic surveillance. Data received is stored in the following two systems used for
data analysis: the Early Aberration Reporting System (EARS) and BioSense 2.0. Cancer

registry submissions may be made by either PHINMS or Secure File Transfer Protocol (SFTP) to
the Central Cancer-Cheagsysseetn)r y ( El ekt ads Pr ®ci s

Adc2b.ImmPacti Mai neds | mmuni zation | nf or ma

The Maine Immunization Program (MIP) within Maine CDC has a-bafed Immunization
Information System (ImmPact) that helps ensure effective public health strategies through the
use of secure, accurate, and accessible information. The registry promattesndigaccination
management functions for a majority of pediatric providers and serves as a resource application
for MaineCare. ImmPact tracks and reports provider vaccination administration and vaccine
inventories; provides health tracking and qualggwance tools for clinician use; and access to
current immunization trends, standards, and health information. ImmPact contains detailed
immunization records for over half of the children in Maine. These records are electronic,
portable, and patierttentic. Prior to 2010, MaineCare also used ImmPact to support the
collection of information related to child Bright Futures preventive health visits. Between 2011
and 2014, Mai nedbs CHIPRA funded I mproving Hea
worked in ollaboration with the Maine Immunization Program to incorporate CHIPRA
Immunization measures into ImmPact, which is the standard for today and the future. (See
Section A4c6 pagd0'’.

The MU Program provides support for EPs and EHs to submit immunization data as required to
meet Meaningful Use. The MU Program and Immunization staff work together to provide a
seamless mechanism for EPs and EHs to report on immunizations and renéiveation of

their testing being accepted

" Hyperlinked Crosseference
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A4c3.Division of Licensing and Requlatory Services

The Departmentds Licensing and Regul atory Ser
licensing and certification activities for Maine. (The Licensing and Regulatory Services portal is
used to confirm that an EH or EP is a licensed provider in Maine.)

A4c4.Financial Management Services

The Departmentds Financi al Services Division
reporting of the MaineCare budget. (With direct oversight of MaineCare fiscal management
systems, resources from Finance angtkethe accurate tracking of EHR incentive payments,
recouping payments if needed, CMS financial reporting requirements, and reconciling payments
and MU Program administrative funds.)

A4c5. All -Payer Claims Database

Mai ne est abl i s h e-Bayear Glamshatabase (ABCD) via the Health Batal
Organization (MHDO), an independent State agency which implemented administrative data
collection rules and regulatioriBhe purposeof the Maine Hedth Data Organization (MHDO) as
defined in Title 22, Chapter 1688,to creae and maintain auseful, objedive, reliable, and
comprehensivehealth information databasethat is used to impovethe redth care quality for

Maine peopleand to promote transparency of the cost and quality of healthcare in the State in
conjunction with the Maine Quality Forum through a publically accessible website.

The APCD currently collect®ur types of administrative data: individual eligibility datnd

paid dental, medical, and pharmacy claims. Across all file types, encrypted and protected health
information links patient specific information together. Claims from commercial sources and
Medicaid are added to the APCD on a quarterly basis andadigriaclude claims paid through

the end of the quarter before the most recently ended quarter; so, for instance, claims paid
through Q2 2015 were added to the APCD in Q4 2015. Claims from Medicare are added with a
longer lag, for example claims paid thghuQ4 2014 will be added to the APCD in Q4 2015.

Note that the APCD does not include information about uninsured individuals or from payers
with less than $2,000,000 in annual premium and or premium equivélents.

Theadvant age of Mai daeedhat requres Bealih sisutaricecompanies and
third party administrators to submit claims data to the MHDO in a standardized format and
frequency as prescribed in MHDO Rule Chapter 243. Please refer to the information listed in
Section E on page33'® for further informatiorregarding the APCD activities.

A4c6. Improving Health Outcomes for Children (IHOC)

Maine and Vermont were among 10 state teams that were awarded demonstration grants (for the
period of February 2010 through February 2015) to enhance the quality of care delivered to

8 1tis important to note that the ARayer Claims Database excludes timinsured.

¥ Hyperlinked Crosseference
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children in their states and inform best practices for the nalté@C has been funded by a

grant from The Centers for Medicare and Medicaid Services (CMS) through Section 401(d) of

the Child Health Insurance Program Reauthorization Act (CHIPRA). In Maine, MaineCare
includes both Medicai d arPbgramh(@HIPE ihe grdnt allawéds He a
the states of Maine and Vermont to test, develop, and expand the use of ebmsratehild

performance measures to include child behavioral health measheehklaine IHOC initiative

initially focused its initial healticare delivery system improvement efforts on four pediatric
practices involved in Mainebs PCMH Pilot. Ma i
IHOC through inclusion in the MaineCare operations plan funded by state and federal cost

sharing.

In addifon, the states expanded their information technology systems to improve the exchange of
child health data and expedite service prowvisito children in foster caréhey tested and

evaluated a pediatric medical home model for other states, particudartdemonstration states,

to expand child health improvement efforta.addition to the core set, Maine examined the
feasibility of other data collection and measure reportiMgine conducted an environmental

scan of all child behavioral health outcomeasures being used by mental health providers and
explored the feasibility of testing and integrating these measures into broader pediatric practice
level reports.

A key element of the planning was to ensure that Federal and State resources were fully
maximized and complementary, not duplicative or redundant. The Meaningful Use program was
a targeted consideration in all these efforts. An example of the complementary use of funds to
accomplish those goals would be the utilization of the Medicaid ARRAdBet201 provider
incentive payment program to help pay for the cost of adoption, implementation or upgrades of
EHR systems in pediatric practices; ONC HIE funding to pay for interfaces to ensure
connectivity to the state HIE network; and CHIPRA grant fmgdo develop data repositories

for the collection, design, implementation, and evaluation of the automatignigbt Futuresas

well as foster care health data syst&mr more details concerning IHOC please visit
http://www.maine.gov/dhhs/oms/provider/ihoc.shtml

The IHOC grant ended in February 2015. However, the State plans to continue the work done
under the grant via regular f ederragramahhQf St at e
continues to focus on meaningful use of health information technology, including use of

registries, coordinated patient data using the HIE, and development of quality improvement
processes that rely on availability of clinical data from dediEHR systems.

A4c7. Pharmacy Benefit Management

The Pharmacy Benefit Management (PBM) program is a pharmacy benefit program for
MaineCare members which includes:

1 Interfaces with POS system and reporting applications
1 Realtime access to botheneficiary and provider eligibility
1 Online realtime summary information including number and type of providers,

beneficiaries, and services
1 Availability 24 hours a day, 7 days a week, 365 days a year
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Prior Authorization compliance with Federal and Statgilations

E-prescribing solution that works with Prior Authorizations and Point Of Sale (POS)
Fully automated PRDUR system that meets Federal DUR regulations

Fully functional RETRGDUR system that meets Federal DUR regulations
Medication Therapy Managent Program

Transmittal of adjudicated claims to the Data Hub for the MMIS system

Pharmacy help desk availability to providers for clinical and technical support

E

Add.Mai nebébs Health I nformation Exchange

When the Office of the State Coordinator execatéouryear cooperative agreement with the
Office of the National Coordinator, a significant portion of the agreement was dedicated to a
contract with HealthinfoNet who was also named at that time, to be the Statewide HIE.

HealthinfoNetis an independ#, nonprofit organization using information technology to

improve patient care qualityandsafétf he or gani zati onds core servi
of Mainebds statewide health information excha
hospitls and other providers to share important health information and improve patient care. The

HIE system links medical information from separate health care sites across the State to create a
single electronic patient health record. This record is madesilsleet® authorized providers to

support patient care.

The HIE continued its role after the close of the cooperative agreement and now contains
records for close to all Maine residents and is connected to the vast majority of health care
facilities in Maine. These facilities include hospitals, physician pestfederally qualified

health centers, lonagerm care facilities, home health agencies, behavioral health providers, and
independent laboratories.

Data categories managed by the HIE include: patient demographics, insurer, Accountable Care
membershipprimary care provider, visit/encounter history, laboratory and microbiology results,
radiology reports, adverse reactions/allergies, prescriptions, diagnosis/conditions/problems
(primary and secondary), immunizations, vital signs, and dictated/transdobedhents like

hospital discharge summaries and provider visit notes.

HealthinfoNet provides a number of value added services to support providers in their adoption
and use of health information technology as well as tools to support new and emergagyohod
care and care management. These include assisting providers with meaningful use attestation,
single sign on to the state prescription monitoring program, public health reporting, and analytics
services. HealthinfoNet also provides tools to supp@ieeds of Accountable Care

Organizations such as event notifications and predictive modeling tools.

% HealthinfoNet was incorporated in 2006 and is governed by a voluntary comsbasigd board of directors and

several board advisory committees run by Maine people serving on behalf of medical providersegaithlic

patients, government and business. The organization provides services across the State of Maine, and maintains its
corporate office in PortlandOne of the board members is the Director of the Maine DHHS Quality Improvement
Office.
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HealthinfoNet is the recipient of a number of federal grants that have helped to expand its
services and extend HIE access to small, rural and spemaaéyproviders across Maine.

1 HealthinfoNet was the recipient of thBE Cooperative Agreement Program Grant,
awarded in March 2010 by the Office of the National Coordinator for Health Information
Technology (ONC) to 56 states, eligible territories, and qualified State Designated
Entities (SDE) received awards.

1 In 2011, HealthinfoNet was the recipient of an Oft@nt designating it as one of the
manyRegional Extension CentefREC) created across the country to provide education
and technical assistance to help heeadtre providers select, implement, and achieve
meaningful use of certified EHR technology.

1 In 2012, The State of Maine and HealthinfoNet were selected as one of five states to
contract with the Center for Integrated Health Solutions (CIHS), funded ISutbstance
Abuse and Mental Health Services Administration (SAMHSA) and the Health Resources
Services Administration (HRSA), to support electronic sharing of health records among
behavioral health providers and general medical providers in Maine.

1 In 2013,HealthinfoNet was one of three partners selected to help the State improve care
and reduce health costs in Maine underState Innovation Model (SIMjrant. One
specific area of focus has been to integrate all MaineCare prescription claims information
asdiscrete data within the medication history section of the HIE. MaineCare prescription
history is now fully integrated within Mai
further detail in Section E.

1 Alsoin 2013, HealthinfoNet was awarded a thyear grant to improve care
coordination for Maineds veterans. Awarded
Administration (HRSA), the funding will be used to connect the VA Maine Healthcare
System comprised of the medical center located in Augusta and Htientglinics to
the health information exchange. (SsrtionAde (2)for more detail.)

1 As of 2015, HealthinfoNet has successfully become the first HIE in the nation to provide
Avi ewing accesso to Veterans Afederaliands ( VA)
state grant funding, HealthinfoNet (HIN) staff continue to work closely with VA Maine
|l eadership to connect the VA health record
authorized VA clinicians are able to obtain important medical informétoon nonrVA
facilities to support clinical deci si on ma
facilities, including eight Community Based Outreach Clinics, three outreach centers, and
the Togus Medical Center will be given access to the HIE CliRioahl in 2015.

A4dl. Geographic Reach of HIN

The geographic reach of the HIE exchange is Matinere is currently no exchange of HIT

across state borders except for the Veterans Administration, where any VA facility nationwide

can query informationHowever, MaineCare Members living in border towns do obtain services

from providers in New Hampshire. HIN leadership has been in recent discussions with executive
leadership from multiple NH hospitals and is likely to begin connecting some NH orgamszatio

in 2016. Conversations haaéso beqguibo et ween HI N and Mainebs | arge
MaineHealth about opportunities for including hospital data from New Hampshire hospitals that

have been recently acquired by MaineHealth.
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HealthinfoNet currently hoklHIE data for:
1 35 Hospitals and over 450 ambulatory, behavioral health, anetéomgcare facilties
1 Total Patients Included 1,480,952
1 Maine Residents 1,266,777
1 97% of Maine Residents
1 1.13% ofMaine ResidentBaveOptedOpt of the HIE

A4d2. Electronic Clinical Laboratory Ordering and Results Delivery

HealthinfoNet(HIN) supports Eligible Hospitals (EH) and Critical Access Hospitals (CAH) to

meet Stage 2 Meaningful Use Core Measure 14, Electronic Reportable Laboratory Results. HIN
worksind ose conjunction with Mainebds public heal
Control and Prevention (Mair@DC) to establish and maintain reéahe HL7 interfaces to

deliver notifiable laboratory conditions using the Maine CDC prescribed PHIN Messaging
System.Hl N6s HIE | aboratory data is coded to the
Codes (LOINC) standards. Laboratory results are also being standardized using SNOWMED

codes where applicable. Using the LOINC and SNOWMED standards to exchauigealas

allowing for semantic interoperability across Maine.

A4d3. Electronic Public Health Reporting

HealthinfoNet has a long standing relationship with Maine CDC. HIN and Maine CDC
collaborate to support the health care community by automiatiegatory result exchange
processes for 45 of the 72 diseases mandated for public reporting by the State of Maine. HIN
uses the PHINMS transport standard required to communicate automated laboratory test results
to the public health information infrasttuce. HIN also provides the Maine CDC with public

health syndromic surveillance information by leveraging ADT data messages from Emergency
Room events of cards of 2015 a contract has been signed with Maine CDC to help provider
practices connect to HIlnd report patient data. This supports a Maine CDC gratisth

focused on better management of patients with type 2 diabetes and hypertension.

A4d4. Prescription Fill Status / Medication Fill History

HI'N has two sources f o atiommodmatioadomes romddjudieated HI N 6
claims files from Surescripts and MaineCare. MaineCare provides prescription medication

profiles for its 291,000+ members. Surescripts provides data from claims and electronically
prescribed prescription medicatiprofiles for patients as well as fill history from some

pharmacies. The combination of these two sources of prescription medication information

enables access through the statewide exchange to medication history profiles for approximately

70 percentofMane 6s resident s.

HealthinfoNet maintains an oput consent process for general medical information and an opt
in patient consent for certain behavioral health and HIV related information as required by Maine
State law. The HIE has just over a 1%-optrate.
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The statewide HIE, HIN, is not a covered entity, however it is considered a HIPAA business
associate of all healthcare entities it conducts business with. If HIN performs functions or
activities on behalf of DHHS within a business associate agneetdIN is required to have

security and privacy controls in place to safeguard and appropriately protect the privacy of
protected health information. Utilizing HIN to manage the auditing, tracking, and aggregation of
data could be beneficial for DHHS.

A4d5. Privacy and Security in the HIE

EHR technology is a powerful tool for improving the quality and coordination of care, and to
improve health care outcomes. Sharing and exchanging personal health information must
comply with HIPAA and applicable federal and State law.

Sharing protectetealth information (PHI) through EHR technology empowers both health care
providers and patients to better manage health. It is essential that health care providers have
access to the health information needed to care for patients where and wherdieds whde at

the same time protecting patients' information. Achieving the right balance of access and privacy
is the key to security in the current health care environment.

In 2013, under the auspices of the Office for the State Coordinator of Hdaltmation

Technology, a Legal Work Group was formed and conducted an exhaustive inventory and
research of federal and State privacy and security laws and rules. The work products of this
group have been used to inform state policy for appropriate acdesd tmder the emerging

HIT initiatives. In that same year, Maine enacted a statute establishiimgamd optout
procedures for Maineds statewide Health I nfor
data to be exchanged through the state desigjhei&th information exchangé.

The law requires providers to display information in their offices on the benefits of having health

care data in the HIE and easily accessible methods toubtf the HIE for general health data.

The law also stipulatebat patients must provide affirmative aptfor mental health data to be
included in the HIE. Ma i n e 0 8ntoHHe YIE fomeHNVsdata | s o r e
Substance abuse data is currently not submitted nor stored in the HIE. 42 CRRyrpaents a

major obstacle to the goals and objectives of using electronic health information to manage care

of people with drug and alcohol diagnoses.

Ade. Other Networks and Systems in Maine Employing HIT

Adel. Federally Qualified Health Center Netwaks

Mai nebs 27 Federally Qualified Health Centers
significant portion of Maine citizens. A thrgear grant awarded to the Maine Primary Care
Association (MPCA), a Health Center Controlled Network allowed\Mi CA to:

1 Develop an immunization interface between the EHRs and the state immunization
registry, IMMPACT?2

2 For more information on the LWG please visitp://www.maine.gov/hit/lwg/documents/L WGbackground.doc
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1 Plan HIE architecture and business model, to include exchanging data from 19 MPCA
members (representing multiple vendor platforms) in the HIN s\sste

1 Develop reports for the management of chronic conditions and preventive practices;
framework for improving rates of reporting of Pay for Performance; and development of
e-prescribing capabilities;

1 Develop decision support tools to assist in idemnidypatients who may be eligible for
federal or State assistance programs; and

1 Be a focal point for the OMS Meaningful Use Program for education, outreach, and
registration/attestation for EPs.

Ade2. Veterans Administration EHR Capabilities

The Veterans Administration (VA) has been using an EHR in VA clinical facilities since 1985.
The VA uses an enterprisgde information system called VistA, the Veterans Health
Information Systems and Technology Architecture, as their EHR system wimslaiéed and in
use in all VA facilities in the United States.

VistA is a complete EHR that supports both Medical practices (including eligible providers) and
inpatient care. VistA includes several common EHR capabilities including computerized

physican order entry (CPOE), bar code medication administratipnegcribing, and clinical
guidelines. The VA uses VistA as the primary source of health information for veterans; no

paper records are used in VA clinical facilities. The EHR data in VistAied&t a regional

level; all regional databases are connected nationally to allow any VA clinical facility to access
any veteranodés EHR. VistA is not a commerci al
directly from the VA website.

Maine has fiteen VA clinical facilities which includes one VA hospital and fourteen outpatient
clinics and veterans centers throughout the Stditehich only nine clinics provide direct
patientcareAs of 2014, Mai neds VA Healwiht IByBaieme o s

Heal th I nformation Exchange (HIE), Healthlnfo
national eHealth Exchange network operated by Healtheway, bidirectional data exchange

bet ween the VA6s national pl at f shlenThkMAalson as
has begun to i mplement their ability to autho

view medical information for Veterans who receive care in the private health care sector. With
this Aviewdo access, eabletobbtainimpoetaht mMédical inforimationc i a n s
fromnonVA facilities to support clinical decisio
VA facilities, including eight Community Based Outreach Clinics, three outreach centers, and

the Togus Medical énter will be given access to the HIE Clinical Portal in 2015.

A4e3. Department of Corrections EHR Capabilities

The Department of Corrections (DOC) is currently pursuing the acquisition of an EHR system to
manage the health information of individuals
Medical Services manages the care provided to inmates ircoona facilities and they

currently do not have an EHR system. The Corrections Information System (CORIS) manages

all information on adults and juveniles in correctional institutions or the community, but does not
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contain any health information. Maine@awill have to coordinate with the Department of
Corrections once they adopt and implement EHR technology to understand how offender health
information can be shared in a statewide HIE to allow for individuals to access their records prior
to entering theorrections system and after being released from the corrections system.

Ade4.Indian Health Center EHR Capabilities

Maine hadive Indian Health Services clinical facilities all of which uke Indian Health

Service§ Resource and Patient Managem@ystem. Allfacilities are using a wide variety of
capabilities within their EHR including CPOE, clinical guidelines, chronic care plans, condition
specific reminders, active medication lists, and active allergy lists.

The Penobscot Nation Health Depag nt 6 s EHR 1 s exchanging infori
outside the system, hospitals in the system, the State immunization registry, and the Maine CDC.

All of the Indian Health Center clinical facilities in Maine have an electronic practice

management (EPMjystem implemented.

Currently there are sixtedfPs from the Indian Health Centgarticipatingin the OMS
Meaningful Use Programwith six of these provider having met Stage ie MU Program
regularly communicates with the tribes to provide educati@houtreach for this population.

A4e5. Broadband Technology Opportunity Program (ConnectME Authority)

In recognition of the critical importance of modern technology for education, health care, and
business success in Maine, the Legislature creategdaheectME Authority (Authority) in 2006
as an independent State agency, to develop and implement a broadband strategy for Maine.
The goal of the Authority is to facilitate universal availability of hggeed internet service

(broadband) by providingapi peo where there is no pipe or i
which provides highes peed broadband, and to increase the
the national average. l ncreasing broadypand ac

tele-health, distance learning and education.

The Authority increases access and take rates through its efforts to identify areas that do not have
broadband access; selecting projects for broadband expansion; funding and administering the
projects;provdi ng oversight and assistance for the p
commitment to avoid duplication and encourage cooperative efferten 2007 through 2014,

the Authority has awarded 122 grants totaling nearly $10 million through a proaessilitits,

scores, and awards bids from pulpitvate partnerships.

The success of the ConnectME initiatives is done with much collaboration with other Maine

State agencies, federal partners, municipalities, and public and private stakeledders.

example, the Department of Economic and Community Development held ten

educationalforums for small business owners on the benefits of broadband; the Department of
Education | ed the Technical Assi stance projec
(HIT) efforts with several State agencies provide federal funding for hospitals and health care
providers to use electronic health records to improve health quality and outcomes and

efficiencies; University of Maine communications and network services pr@geetimproved

broadband education opportunities; the federal Agricultural Act of 2014 provides loans and loan
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guarantee programs for improvementamquisitions of internet facilities for rural communities;
and the FirstNet funding opportunity which wasently awarded $1 million thrgesar federal
grant for a dedicated Maine public safety broadband network as part of the National Public
Safety Broadband Network.

Over the past four years, the ConnectME Authority has completed:

1 An interactive online Mapping and Inventory project which among other results, now
enables citizens and businesses to enter a street address which instantaneously tells them
whether internet service is available; the speed of internet services; and which vendors
serve that area

1 A Planning Project benchmarking the benefits and the drivers of internet with a particular
focus on the use of teleealth to improve quality and health outcomes and cost
efficiency;

T A Capacity Building Project to increase the benefits and use odisaod by businesses,
residents and local support organizations which resulted in a detailed and thorough report
and recommendations; and

1 Technical Assistance Project, which was an adult education effort for Maine citizens
conducted through community pretaions, workshops and coursework making 21st
century skills available to all.

Under a cooperative agreement with the Meaningful Use Program, the ConnectME Authority
conducted a healthcare provider survey which included questions BBR use and access
broadband internet access for thkmalth and other purposes

A4e6. Tele-Health

Tele-health refers to the use of electronic communication by a health care provider to deliver
clinical services at a distance for the purpose of diagnosis, disease monitoring, or treatment,
either by telephone or combined video/audio. Fedalth can bearticularly useful in a rural

state like Maine where some health care services are distantly located from the community and
where workforce challenges frequently limit access to many services, including, but not limited
to, specialty services. This is esjally true with time sensitive diagnosefor example acute

strokei in which treatment windows are very short, and specialty providers are critical to the
chain of survival and recovery. Itis also acutely true for services such as child psychiate/, w
there are only a few health care professionals providing in these specialized services.

Teleehomehealth services allows citizens to remain home and receive enhaneearself
medication management, and chronic disease management, thereforerigmpeatth and

reducing rehospitalization rates. These services not only benefit home based citizens, but also
result in higher quality, better outcomes, and reduced costs of transportation and higher cost
services.

In some ways, the MaineCare progresnmore flexible than Medicare with respect to
telemedicine. There are no specifications about eligible locations or facilities for the originating
site, and all providers already approved to deliver MaineCare reimbursement for services and
eligible to doso by telemedicine. However, the quality assurance responsibilities of the
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MaineCare administration leads them to mandate a detailed justification for service delivery by
telemedicine, formal informed consent procedures, and a documented plan for adsgissmen
patient satisfaction and outcomes.

MaineCare is in the process of updating its-tedalth rules to allow additional services to be
performed using this flexible, cesffective, and high quality method. The Department expects
to publish the propsed rule in early summer 2015.

For more information on Maineds t eMamemedi ci ne
Telemedicine Reimbursemt Guide

A4f. Federal Law: HIPAA2: 5010 /1CD-10

The International Classification of Diseases (ICD) is the international standard diagnostic
classification for general epidemiological, health management, and clinicahsgert of
HIPAA Administrative Simplification, the United States HHS mandated that all health care
entities upgrade diagnosis (IGBCM) and inpatient procedure codes (KOBPCS) to ICD10-
CM and ICD10-PCS, respectively. The IGDO code set is a full replacement of tld9 code
set that will provide additional granularity for diagnosis and procedure codes.

The anticipated benefits for Medicaid plans include more efficient operations, more accurate
claim payments, better disease management, and improved fraud andeibasen. If changes

are properly implemented, that may mean lower program costs and better service and care for
Medicaid beneficiaries. Although the compliance dates are three years away, the magnitude of
these changes requires that MaineCare beginsasgebhe impact of the changes on their
technology, business processes, and staff. Action is needed now to allow adequate time for
developing project plans and budgets and designing, testing, and implementing the necessary
changes.

MaineCare continues f@an implementation of ICEL0 in accordance with CMS requirements,
has currently implemented the transition from KSio ICD-10 on October 1, 2015.

A4qg. Medicaid Information Technology Architecture (MITA)

Mai neds Meaningful Use Program is based in pa
Architecture (MITA) a-Asdesdvhant (88).0MSTA Mdvides stllesat e Se
with a framework to plan technology investments to design, develop, enhanostatid

Medicaid Management Information Systems (MMIS). The MITAABrovides a model to

assess a stateds current capabilities for mea
fosters the integration of business and Information Technolaggftsrmation to improve the
administration of Medicaid programs.

The objectives of Mainebdbs MU Program are alig
reusable services that can be shared across multiple programs. Both aim to improve the quality of
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care by supporting the integration of disparate information systems for interoperability,
integration, open architecture, and coordination with partners to integrate health otffcomes.

A4dgl. MITA State Self-Assessment (S3\)

Mai neds 20 LllsasSesdrment vimdconducted in 2€71At that time, MaineCare was
replacing its prior MMIS, called MeCMS, with a new MMIS, the Maine Integrated Health
Management Solution (MIHMS). The $6focused on the anticipated MIHMS implementation
and the correspondirigaineCare business processes.

The SSA resulted in the following:

1 A benchmark for MaineCare to assess additional functionality needed to meet
outstanding Federal and State initiatives; and

1 A process to identify critical functional gaps efficientlysbd on what the current
environment can or cannot support.

A4Q02. Ma i n elévsl FildlingsiBusiness Assessment

Mai neds -MI d&At &Smi ned t hat Maineds business
MITA through the system design and development pffagéa i n e C a-A reshiled i S
defining the organi z at-specii®@requiremests, maustrgbest e e d s
practices, and MITAdefined capabilities. Many of the individual business process were
determined to be functioning at a capabiléyel of three (3) which was the highest level that
could be attained at the time.

The information in the MITA S\ helped inform the requirements and design of the MU
Program including the following business areas:

A Business Relationship Management

Operations Management

Program Management

Program Integrity Management

Provider Management

> >

> >

Adog3.Ma i n e 6 deveHindingsi Technical Assessment

22 See appendix A for a table that displays the alignment of MITA vision, goaind objectives with the vision,

goals, and objectivestdai nebés M U Progr am.

# The information Section Adjs based up o Belfisdssmend (§8) Mhich was completed in

2010 and which had been incorporated into Maine 2011 SMHP. It is idiaitigis 2015 version of the SMHP as

many parts ofthe S& ar e sti | | relevant to Maineds MU Program
%4 seeAppendix A5 for a tablesummarizing the MITA Business Assessment including the MITA Business Area,

the capability maturity model level, and higtvél findings.
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Mai ne 0s -AMihcllded i®te&views with MaineCare Technical Subject Matter Experts
(SME) who provided annderstanding of the technical capabilities of MIHMS and helped to
build the following Technical Capabilities Matrix:

Businessenabling A workflow process is included in the MIHMlution
services/Decision  Claims Management is an example of the successful
Support incorporation of BRM
There is no Foreign Language support
A Decision Support System / Data Warehouse (DSS/DW) i
used
Ad-Hoc reporting capability exists
Data Mining was not used in MIHMS at the @rof the SSA.
It is currently being used.
Manual statistical analysis was performed by the Muskie
Institute at the time of the & Currently, both Muskie
Institute and DHHS perform statistical analyses.
There are no Neural Network Tools employed itHMS
Access channels Providers and Members have access to information via the
portals
Browser and Integrate Voice Responder (IVR) are access
points to the system
Interoperability MIHMS does not use Service Oriented Architecture (SOA);
channels service structuring and/or invocation of services in MIHM
An Enterprise Service Bus approach is not being employec
the MIHMS
No orchestration and/or composition is being used in the
MIHMS
Data exchanged with external interfaces uses MITA standa
and formats
Data management The capability exists to monitor all incoming information fro
and data sharing all interfaces
While there are no Electronic Health Records inputs to
MI HMS, t HvidJ Pi®draantcreaies the vehicle for El
and EH Meaningful Use reports to be shared with the Ste
Performance Performance measures are primarily systems focused
measurement At the time of the S\, the capability existed to generate
performance dashboards; currently dashboards are gene
Security and Privacy At the time of the S&\, Public Key Infrastructure,
authentication devices, and access restriction going dow!
the data element level functions were not in use. Curreni
they are in use through the system.

Maine SMHP Decembe&015 Pagebl



Adaptability and MIHMS uses rules engine functionality
extensibility Coding changes may be necessary if changes are being m
to the base system
MIHMS supports XML and a number of other platforms

Summary of MITA Findings

T The objectives of Mainebs MU Program are a
developing reusable services that can be shared across multiple programs.

1 Both aim to improve the quality of care by supporting the integration of disparate
information systems for interoperability, integration, open architecture, and coordination
with partners.

1 Both strive to improve the quality and efficiency of health chkelevery and population
health.

1 Results of the MITA S&\ provided information about the business processes and
technical assets to be used to manage, adm

A404. MITA 3.0 SSA Intent

It is the intent of MaineCare to conduct a MITA 3.0 State-8eHfessment (S8) within the

2016 calendar year to enhance, further, and align the state's programmatic efforts to aid in the
Medicaid systems integration. Since Maine's 2010 MITA 2.0ASi%re have been several

federal updates to the regulations that govern the Medicaid Program. MaineCare would like to
align both the current and future systems implementation and development for adherence to the
MITA Seven Conditions and Standards (7C&Sersure that development efforts achieve the
highest maturity and capability levels possible. The ultimate product of this\@b define

Maine's "Tebe" state and develop a new roadmap for thé §ear plan for input into future

versions of the SMHP an&PD submissions to CMS for enhanced federal funding.

Until this effort is completed MaineCare will focus on accomplishments from the MITA 2.01

SSA and provide a higlevel vision for programmatic alignment and current systems

integration efforts throughlignment of the DHHS Strategic plan, Office of MaineCare strategic
plan, SIM grant, and how the state intends to reach the overarching goals of meeting the Institute
for Healthcare I mprovementds Triple Aim fr ame
These efforts are discussim further detail in Section E beginning on pag&?

% Hyperlinked Crosswalk
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SECTIONBTHI T ATO BEO LANDSCAPE

This sect iBeem ilLsantdlsec afpTeo o fprogram®® IiNkadivided iBtetwoe HI1 T
parts:

Part Description

1. Vision: HIT and a. HIT and Meaningful Use Visions
Meaningful Use b. EHR Incentives Program Basis
c. EHRIP Integration to SIM Funded Health
Homes

d. EHRIP Integration in SINFunded
Accountable Care Communities

e. EHRIRHIE SIM Enabled and Funded
Integration

a. Governance

b. Privacy and Security

c. Communication, Education, Outreach

d

e

2. 2020 Five Year Plan

. HIT Initiative Coordination
. Infrastructure and Systems

Section B. Part 1. Vision: HIT and Meaningful Use

Bla.HIT and Meaningful Use Visions

Heal th information technology is a cornerston
articulated in the State Innovation Model plan, that was developed through stakdtnolde
processMainespent a considerable amount of time developing its vision to align with the
national vision of the I HI Triple Aim and the
This SMHP builds on that process thogamgh t he
and the implementation of CEHRT and the integration of these program efforts into the overall

goals and objectives of the statewide HIT initiatives established under the Centers for Medicare

and Medicaid Innovation (CMMI) funded State Innovation Md&M) testing grant. Due to

the high level of integration with the Meaningful Use Program and various stakeholders involved
through the SIM grant initiative Maine has requested a StateASsHfissment under the MITA

3.0 framework as an opportunity to diss further systems enhancements and integrations

within the scope of the Medicaid program. The following are summaries of efforts that are being
undertaken to help achieve the statewide HIT visions as they pertain to the EHR Incentives
MeaningfulUseP@r am and itso6 relation to CMMI funded
continuation of administrative and operational activities solely for the Meaningful Use Program

as funded through HITECH. For more information on stakeholder strategic planning goals and
objectives, Value Based Purchasing initiatives, or the IHI Triple Aim and the SIM development
please refer to Sectionleginning on pag&832’

% gee Appendix Bl for CMS questions posed to states to answer in their SMHP document.
2" Hyperlinked Crosswalk.
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B1lb. EHR Incentives program Basis: HITECHAct

The Health Information Technology for Economic and Clinical Health (HITECH) Act, enacted
as part of the American Recovery and Reinvestment Act of 2009, provided the framework for

improving health information technology. The structure of the progestablished by the
HITECH Act recognizes a federal/state partnership to build the HIT vision toHave:

AA Nation i n whi cbeingtofiineividuasaahdtcdmmanities arevienproved by
gy .

health information technol o

The State of Mainstrives to continually improve the health of its residents. The State has

0

aligned its strategic HIT vision and goals with those expressed in the HITECH Act and the CMS

Medicaid Meaningful Use Programs by adopting a vision anchored in providing or fegjlsa
system of persenentered, integrated, efficient, and evidebased health care delivery for all
Maine citizens?

centered health system that uses higkBcure, integrated electronic health information

patients and popul ations.

Recognizing these essential building blocks as a foundation for its vision to impeavsetiof
HIT to have all Eligible Professionals and Eligible Hospitals achieve Meaningful Use, the
MaineCare Program adopted the following vision:

AA Medi cai d Meaningf ul Use Program that

APreserving and i mproving the health |of

systems to advance access, safety, quality, and cost efficiency in the care of individual

AMeani ngf uiktruly mtegoatecimalthe emerging initiatives designed to achieve the

Triple Aim and provide truly integrated, efficient, secure, and high quality health care tg
Mai neCare Members to i mprove he

Blc.EHRIP Integration to SIM Funded Health Homes

In 2013, building off the Maine mulpayer Patient Centered Medical Home model, the

a l

Department provides monthly reimbursement to primary care practices to support MaineCare

members with chronic conditions through outreach, preventive health, care chondipatient

and family engagement. The Health Homes Stage A initiative also enables Community Care
Teams across the state to partner with these Health Home practices to provide intensive care

% See CMS Health IT site attp://www.healthit.gov/policyresearcherimplementers/fags/howdoesinformation
exchangesupportgoalshitechact

2 See Maine Office of the State Coordinator for HIT October 2010 approved State Hidngl#re MaineCare
SMHP and IAPD and IAPEJ documerd available atwww.maine.gov/dhhs/oms/hit/index.htmin d e r  t h e
approved SMHP and IAPD file.
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management and community supports to the highest need patiémspracticePlease click
on the document below for the Stage A Health Home Year 1 R&port

HHReport_Yrl_Stac
e A_FINAL (2).pdf

In spring2014, Stage B Behavioral Health Homes (for individuals with serious mental illness or
serious emotional disturbee) was implemented. Practices that apply and qualify are eligible to
participate in both Stage A and Stage B Health Homes. Behavioral Health Homes are an
important component of Maine's Value Based Purchasing stréatetpiled on pag&85*’, a
multi-pronged MaineCare initiative designed to improve the healthcare system, improve
population health, and reduce cost. Behavioral Health Homes are a partnership between a
licensed community mental health provider (the "Behavioral Health Home Ortjanizar

BHHO) and one or morgrimary care or Health Home practidesmanage the physical and
behavioral health needs of eligible adults and children. Both organizations receive a per member,
per month (PMPM) payment for Health Home services providedtolled members.

Behavioral Health Homes build on the existing care coordination and behavioral health expertise
of community mental health providers. Maine realizes the majority of behavioral health
providers are ineligible for participation in the CN¥&aningful Use program, through the
incorporation of program eligible primary care providers into the CMMI funded SIM BHHO
(detailed on pag223>? structure these ineligible behaviohaalth providers will have access to

and the ability to collect information coming from the Meaningful Use Program for better care
coordination and overall statewide HIT integration. As seen in the figure below HRSA Funded
FQHC facilities are also incorpated into the Health Home model for the same purpose.

% Document is embedded
31 Hyperlinked Crosseference
32 Hyperlinked Crosseference
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~ 600 Maine Primary Care Practices
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employers Medicare

Figure 9 - Maine's Health Home Movement

B1d. EHRIP Integration in SIM Funded Accountable Care Communities

Through Accountable Communities, MaineCare is engaging in shared savings arrangements with
provider organizations that, as a group, coordinate and/or deliver care to a specified patient
population. Accountable Communities that demonstrate cost savingsll as the achievement

of quality of care standards, share in savings generated under the model. This irstiative
currentlyoffered statewide as a Medicaid State Plan option.

Accountable Communities will achieve the triple aim of better care for has, better

population health, and lower cost through four overarching strategies:

AShared savings b as-ddountable Gommlnities will qereefit f o r ma n
from a ValueBased Purchasing strategy that supports more integrated and coordinated
systems of care.

A P r a-levelitransformationAccountable Communities will align with and build on

the principles of Maine's mulpayer PatieaCentered Medical Home (PCMH) Pilot and
MaineCare Health Homes Initiatives.

ACoordinati on adfcame Acsourtable Communities willensure the
coordination of primary, acute, and behavioral health care, as well atelongervices

and supports. This includes leveraging the Maine Department of Health and Human
Services' existing investment inreacoordination for members with chronic conditions,
behavioral health needs, and long term services and supports needs.
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A C o mm ded intoyation Local health care needs, resources, and solutions will drive

Maine's Accountable Communities. While each Accountable Community will meet

baseline criteria, report on core quality measures, and be responsible for the cost of a se

of core services, they will also be encouraged and afforded flexibility to structure services

and solutions that fit locallidentified priorities and context.

Alntegration of the MaineCare Meaningful U
Improve Health Outcomes.

Ble. EHRIP-HIE SIM Enabled and Funded Integration

Blel. SIM MaineCare Notification Project /Emergency Room and Inpatient
Notifications

Currently in 2015, MaineCare Care Managers receive Emergency Department (ED) and inpatient
discharge smmary reports for their members from the treating hospital via fax as requested.
HealthinfoNet (HIN) is automating this process between the hospitals and MaineCare, on the
hospitals behalf, using the Health Information Exchange. HIN is providing Main€aagee

Managers redlime electronic "notifications" using secure email of these events of care.

Additional functionalities are being built to assure that this new electronic process creates a
more efficient workflow for both the hospital and MaineCaref stafle supporting MaineCare
member's best possible care.

Ble2. SIM HIE Behavioral Health Home HIT Reimbursement Grant

In May of 2014 the Behavioral Health Information Technology Reimbursement Initiative was
launched with the initial 20 BH organizatiofiem across the state of Maine. HealthInfoNet

(HIN) uses SIM funding to support behavioral health organizations with reimbursements towards
improving Electronic Health Records technology and participation in health information
exchange (HIE). HIN is alsapporting behavioral health organizations in their measurement of
quality of care using their interoperable data. The goal is to add up to 20 new behavioral health
organizations to HIN's HIE by 2016. Of the participating organizations all regions oatbest
represented: South, East/North, and Central/West. Approximately 90,000 patients are served
annually by the participating organizations. Milestone payments were paid out by the end of the
3rd quarter, September 30th, 2015, in the total amount & &30. The initiative holds required
mont hly webinarés and weekly technical call s
towards achieving the milestones.

Ble3. SIM Behavioral Health Home HIE Integration

HealthinfoNet aims to conneatl twentyBehavioral Health organization's medical records
systems to begin to collect data to incorporate into the current HIE which has been limited to
nonbehavioral health data. HIN has seven active BH HIE connections in place. The first BH
EHR vendor completeddiirectional HIE testing and completeroduction validation in the 2nd
guarter of year 2 to glive with BH data sharing for the first time in Maine. As the sites
participating in the Reimbursement Initiative are connected and begin to share data via a
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bidirectional VPN connection, the accountability targets of 15 BHH connected to the HIE will be
accomplished in SIM test year 2.

As of FY15 Qg3, in supporting the work of BHH organizations connecting to the HIE, MaineCare
has reported that they are in theqass of providing quality data to BHH organizations that will

be accessible through the provider portal. They have also begun to work on a BH workforce
development sustainability plan and a series of internet modules aimed at helping BH providers
engagedn the work.

Ble4. SIM MaineCare Clinical Dashboard

HealthinfoNet (HIN) has developed and will provide a "Clinical Dashboard" to MaineCare using
their member's information available in the Health Information Exchange (HIE). The goal is to
make predictivescores, using HIE clinical data, available to MaineCare as a payer to support
program and policy development related to population health efforts.

As of FY15Q3, HIN has delivered the initially scoped dashboard tool to MaineCare, which has

begun the proas of training staff and providing feedback. When the dashboard is completed it

will combine currentreal i me cl i ni c al HI'E data with MaineCa
currently in the testing phases @agardsings the fi
clinical electronic health record data.

2015 Current

Capabilities »

Analytics Methods
Applied:

1 Predictive

Analytics

91 Descriptive

Analytics

Figure 10- MaineCare Dashboard Project

Ble5. SIM HIE Patient Portal Pilot

HealthinfoNet partnered with one Health Information Exchange (HIE) health care organization
(Eastern Maine Healthcare Systems) to provide their patients with access to their statewide
Health Information Exchange (HIE) record for-an®nth period in 2015.He pilot site

connected their current "Patient Portal” to the HIE to allow patients to download a medical
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record summary document from the HIE known as the "Continuity of Care Document" (CCD).
Final results of the pilot are being reviewed by Eastern Mdewdthcare and HIN to determine
next steps.

Section B.Part 2. 2021 Five Year Plan

To help realize its Medicai d HAeTo vl asni dosnc, a pMea i wik
includes the following Parts: 1. Governance; 2. Privacy and Security; 3. Guoation,
Education, and Outreach; 4. HIT Initiative Coordination; and 5. Infrastructure and Systems.

B2a. Governance

The Medicaid HIT Program will operate under a governance structure that
collaborative, integrated, and coordinated with DHHS health information
technology initiatives with the Office of MaineCare Services.

Activities to Accomplish Goal

For theperiod through 2020, the MaineCare HIT Program will be housed
within the Office of MaineCare Services within the Department of Health a
Human Services

In 2011 a key component of the OMS HIT Program planning was to establish a governance
structure thatvould also support the development of the Statewide Office of the State
Coordinator HIT Strategic and Operational Plans and other HIT initiatives. Since that time the
nature of the relationship has been redefined and the OSC and MaineCare MU Program have
been joined with MaineCare maintaining focus on Meaningful Use Projects and the OSC
working to bring about coordination on focus on 1M projects.

Given that the overall structure of HIT planning has changed since 2011 due the incorporation of
Meaningfu Use into the SIM program, the Meaningful Use Program is overseen by the Deputy
Director of MaineCare and is incorporated into the following SIM leadership, steering, and
subcommittees which drive the overall vision and advancemerniffahiiatives as éfined by

the statewide SIM initiativdor further details on how the MU Program is incorporated into the
SIM governance structure please refer to Sectipnag'-.eZlO33

% Hyperlinked Crosswalk
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Steering Committee Chair

SIM Program Manager

Led by the Led by Led by Quality
Maine Health HealthinfoNet Counts
Management

Coalition

Figure 11- SIM Governance Structure

For the purpose of day to day programmatic operations of the MU program the Deputy Director

of OMS reports to DHHS Commissioner who in turn reports directly to the Governor. The

technical systems needadimplement the OMS HIT program are being designed and

i mpl emented by the Statedbds OIT Office. Mai ne
development must run in concert with the program and policy development. Important

coordination is accoplished through this integrated organizational framework design.

State of Maine HIT Structure

DHHS Commissioner

Value Based Purchasing/
SIM Grant Steesing
Committee

OMSHITTeam

Figure 12- State of Maine HIT Structure
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OMS (Medicaid) HIT Team/Structure
State Staff Contractor/Vendor
T Programmer Senior Audit
{75%) e Manazar {10%)
7 Oparati Lead Project =
Ll o
{20%) Re zistrie s {100%) =
Deputy Director
Office of DMS MU
MaineCare LT Taamn
Services e Business Analysts
{50% combined)
Senior T Sysams
Anz
{Architect){ 1003)
Prggavmned
e

Figure 13- OMS HIT Team/ Structure

As depicted in the charts, the OMS HIT Program Teamddbl the Deputy Director of OMS
and a fulltime contracted team of HIT specialists. Team membership also includesngart
permanent Department managers and professionals. The team also consistsraf @IT
staff who design, develop, test and impéthe technology necessary to operate the HIT
program.

The Deputy Director oversees the program and operations of the OMS HIT program. The MU
Operations Manager coordinates and conducts outreach efforts for provider training, escalating
issues to CM$or response and guidance, budget and plan program activities, submits quarterly
and annual reports to CMS, responds to provider inquiries regarding the EHR Incentive Program,
reviews and determines eligibility for the program, analyzes and processes &gtiRvie

payment requests, track appeals and auditing activities. Business analyst will have primary
responsibilities for updates to the SMHP and IAPD.

The OMS HIT MU Program operates under a wpldn framework that was developearithg

the SMHP planningrocessThe work plan guides weekly HIT management team meetings with

the Deputy Director of MaineCare Services, Program Operations, Office of Information
Technology and includes representatives from finance and audit, as needed, to discuss the status
of projects and ground level issues that need coordination fetoet#gy program operations.

B2b. Privacy and Security
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One of the most significant challenges facing HIT initiatives today is addressing the privacy and

confidentiality issues raised by thablic. The HITECH Act requires more stringent and greatly
enhanced privacy and security of patient health information. It strengthens the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) by adding new requirements for privacy

and secuty for health information and directly affects more entities, businesses and individuals

in more diverse ways.

The underlying HIPAA law layered with the new HITECH Act requirements, require states to
conduct a complete inventory of existing privacy and security plans and to make systems and

practice improvements which are especially critical to HIT use. Mainesdi@nivacy and

security practices at three levels:

Personal health information that is currently collected electronically and via paper based
met hods represents an individual 6s

me d i

terms of access drsecurity and privacy controls. The consumer/individual must have

ultimate control over the use and access of this information.

General health information that is found in medical records and is shared among
providers. Security and privacy controsist be in place for general medical record
information that is controlled by providers. Use of this data should be used for decision
making purposes and so providers can better coordinate care. Since personally
identifiable information is still linked tthis data, Members must have the choice about

what information is shared and who has access to it.

c al

lll. Population health information that is collected and exchanged via an HIE. Other agencies

After inventorying and reviewing privacy and security standards and requirements, MaineCare

important.

developed the follving vision, goal and activities to support its initiative:

Vision

MaineCare will build public trust and enhance participation in HIT and
electronic exchange of protected health information by incorporating priva
and security solutions and approprikggislation, regulations, and processes
every phase of its development, adoption and use.

Goal

By 2019, MaineCare will facilitate electronic exchange, access, and use o
electronic protected health information, while maintaining the privacy and
secuity of patient, provider and clearinghouse health information through t
advancement of privacy and security legislation, policies, principles,
procedures and protections for protected health information that is createc
maintained, received or transrett

Activities to Accomplish Goal

will have access to this information for trending and asialgf general population health.
Personally identifiable information is not tied to this data yet privacy and security are still

Maine SMHP Decemb&x015
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1 The State will continue to work with stakeholders to perform a
feasibility study of how to integrate Part 2 data in the exchange o
health information.

1 Continued outreach and education will be performed to demonstr
to patients and providers the benefits of HIT and the appropriate
exchange of data.

1 Additional legislation, as needed, will be introduced to further the
privacy and security of data.

1 The Department, through its Director of Privacy and Security, will
continue and will improve the implementation and continued
adherence to HIPAA and other privacy and security laws, througt
regularly scheduled privacy meetings and updates to security lawn

MaineCare has worked diligently in this area and will continue its work for the duration of the
program. The OSC formed a Legal Working Group (LWG) in 2009 to address the legal and

policy domain requirements in the State HIT and Medicaid HIT Prograns.PTae LWG had
representatives from the National Association of Mental lliness of Maine (NAE), HIV

providers and advocates, the Maine Hospital Association, the Maine Medical Association, Maine
Family Planning, the Attt oettheMain&@vi elrerids Brson,Of f i ¢
private health attorneys, and the Program Manager of the OMS HIT Program. The LWG

anal yzed Maine and other stateb6s | aws; polici
information exchange within and outside the Stiite;use of existing or new trust agreements

among parties that enable secure flow of information; and how the State addresses issues of non
compliance with Federal and State HIT laws and policies.

The LWG met for six months in 2009 and produced a degibrt for the Legislature who
recommended that the LWG continue its efforts and report back with proposed legislation.
Throughout most of 2010 the LWG worked to draft a report to the Maine legislature which
includes draft statutory language to improveiddaws.

Currently the protection of health information is handled through the DHHS Director of

Heal t hcare Privacy who serves as our Depart me
Privacy and Security Officials or Privacy Liaisons who work to felkiate and federal

healthcare privacy laws, including the Health Insurance Portability and Accountability Act of
1996, or HI PAA. HI PAA does not apply to all o
we assure that all requirements are met. Therstaep penalties for failing to comply with the

law. Even if an office does not fall under HIPAA, the Department still strives to implement
reasonable safeguards to protect the information of the individuals we serve.

The Department implements and updatenfidentiality policies, procedures, training and forms

that the law requires for us to keep health information protected, whether that information is part

of a conversation, in a paper chart, or part of an electronic record. Only the minimum health
information necessary to conduct business is to be used or shared. Additionally, we only enter

into agreements with other organizations to help us with our business processes if they agree to
safeguard the information as the law requires.

Maine DDHS will al® investigate any possible breach of patient or client data that happens at a
Department office or with one of our vendors or business associates. If an actual breach occurs,
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the Department will contact individuals whose information is at risk, and réq@obireach to
government regulators.

B2c. Communication, Education and Outreach

The HITECH Act is envisions a health care system where individuals can exercise choices and

make informed decisions about their health care providers and can allow prowidave

access to a patientébés Acompleteo medical reco
information at the right time and the health care delivery system is more efficient and affordable.
Maine understands that transforming health care sydteachieve these objectives takes a lot

of communication, education and outreach across the State. The topic of public engagement was
discussed at length at the HIT visioning sessions where the vision, goals, and activities were
developed:

Vision

MaineCare will aid in transforming the current health care delivery system i
high performing health information exchange system by establishing and
implementing robust communication, education, and outreach plans to pron
wide-spread EHR, Meaningfldse, and exchange among MaineCare provide
and inform Members about the benefits of health information technology.

Goal

Continuing its work through 202MaineCare will have highly promoted the
national and State HIT efforts to improve health outcomes through the use «
electronic health information tools by developing and implementing
comprehensive communication and training programs for State decialarsn
staff, providers, citizens of Maine and stakeholders, and the promotion of
exchange and sharing PHI where appropriate, to make informed health cart
decisions.

Activities to Accomplish Goal

T To date the Stateds Mearxtansivgf ul
communication strategies that assisted providers in understanding tr
HITECH Act, Meaningful Use requirements, and the benefits of HIT {
the providers as well as the patients. The methods employed includ:
reference and links to the CMS HIT veitles; inperson provider forums;
webinars; conference calls; participation in provider organization eve
written literature; and onenone discussions and site visits. Groups
invol ved with the communicati ol
is nolonger active), Maine Quality Forum, Primary Care Association,
Hospital and Provider Associ ati
Ma i n e 0-wide $lIE aahdehe like.

1 The State will continue outreach and training programs for DHHS
decision makers, Maine@amanagement and State staff so that they |
educate providers and Members about the benefits of HIT and provic
Member education on HIT to empower them to effectively make
decisions about their health information in an informed manner.
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T

Il n 2013, i n cooperation with ¢t}
conducted a Medicaid provider survey to update and build upon the |
2010 baseline assessment of EHR use among providers. The surve
results are being used to conduct outreach ancbhéida on the goals,
objectives, and benefits of EHR and Meaningful Use initiatives, and |
to leverage other sources of funding available for HIT efforts.

Maine needs to continue its collaborative efforts among State agenci
and stakeholdesrganizations to further promote the use of-tedalth
which is greatly needed given |
populations. To fully take advantage of thkealth and other emerging
technologies, Maine must continue its efforts to provide a
comnunications/broadband structure that provides access teshigd
internet services that are capable of providing home monitoring and
provision of mental and physi c:é
pl aceo goal s.

The 2013 data from the anndditional Ambulatory Medical Care Surveseencouraging:

1 Nearly 80% of officebased physicians used some type of electronic health record

system, an increase of 60 percentage points since&tiDnearly double the percent in
2008 (42%), the year before the Health Information Technology and Economic and
Clinical Health Act passed as part of the Recovery Act in 2009.
About half of officebased physicians surveyed said they use a system thifieques a
Abasic system, o0 up from just 11% i
Almost 70% of officebased physicians noted their intent to participate in the EHR
incentive program.

1
1

ASs

part -losfo tzhCel iI/IARX014 Assessment , Ma i
Authority commissioned a series of surveys of providers, the comprehensive health care provider
survey was designed to collect information on E H R use and for the first timbe#dle and
high-speed broadband use and capabilities. The survey results wergaoepathe data

gathered from the 2013 National Survey citing that 79 percent of respondent health organizations
exhibit heavy computer use (68% almost all of the time; 11% most of the day, almost every day).
Only 1 percent indicated they had not usexldbmputer at all in the previous week, and 2

percent indicated that they had no computer at the practice location and that the availability of
new online healthcare technologies, such as the HIE, electronic health records (EHRS), e
prescribing, and telendecine systems, are considered major drivers of-begbacity broadband
connectivity among Maineds healthcare

n 2006.

neCare i

organi z

On a parallel track, both data from the Maine ConnectMe Survey as well as data from the 2013
nati onal sur vey uahRepoftte CAdgieSHshow Bidilardarriens for
interoperability and a lower priority around nelhgible providers under the EHRIP.
neCarebds former 2011 visioning ses
security issues and the bestans of educating the public about privacy and security safeguards
neds data war ehous e-infaphodt steategieb farrhepkh t h at
information, particularly the practice of not exchanging or storing sensitive health infarmatio

Ma i

and

Ma i

sions wi
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such as behavioral and mental health, substance abuse and HIV/AIDS records unless the patient
specifically optedn. This optin method has been incorporated into DHHS policy surrounding
the privacy and security of confidential health information.

Once Maine understood the barriers as perceived by the providers and the public MaineCare was
able to develop an Aovercoming barrierso comm
costs, it means education about the incentive payment progranedadfepart of the HITECH

Act. For the public, it means education around privacy and security laws, systems, and the

benefits of integrated care.

Mai ned6s strategy for its SMHP is to | everage
provide a consitent and comprehensive framework for the HIT programs. MaineCare views the
federal program information as being the foundation with Mapexific information added to

the foundation for those aspects of the HIT program that need to be dealt withtatethevel.

Relying on this approach will serve Maine well as it implements the SMHP because it will result

in a program that is consistent with other state HIT programs where it needs to be, and yet
recognizes the Maingpecific aspects of HIT initiates.

The State knows that it will take a variety of communication, education and outreach methods to
getprogram information out to providers and hospitads part of its planning activities
MaineCare:

1 Developed an HIT webpage that is updated retyldre site has links to the federal HIT
program webpage and Mahseecific information such as power point presentations, fact
sheets, frequently asked questions, other organization information, calendar of events,
OMS contact information, and other pogs.

1 The MaineCare MU program, developed a communication plan and outreach strategy to
advance the use of EHR technology systems and to help qualified health care providers
implement and meaningfully use health information technology including electronic
health records. This strategy and plan wil
program moves forward.

T MaineCarebébs MU program has worked closely
partnering with large health care systems to expand the usalthf imformation
technology to affiliated practices. Mai neC
forward as Stage 2 was implemented; we are now putting in place the changes for the
modified set of Stage 2 measures which will ultimately lead to reducedirgpburden,
eliminate redundant and duplicative reporting, and to better align the objectives and
measures of meaningful use with the Stage 3 requirements.

1 Participated in the Quality Counts webinars that discuss HIT topics such as the cultural of
heath care practices, workflow analysis, workflow redesign, vendor selection,
implementation optimization, meaningful use, quality improvement and quality coaching.
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91 Led discussions with provider groups and associations about the barriers, benefits, public
engagement, and opportunities for incentive payments.

T Empl oyed exi

st

Newsletter, MaineCare Matters).

ng communication channel

MaineCare will continue these efforts for the duration of the HIT Incentive Payment Program

In addition, Maine agrees with the provisions of the HITECH Act and CMS rules and guidance

stressing the importance of an integrated communications and education strategy. Maine will
use the comprehensive communication, outreach, and educationdeelsped by CMS and the

ONC for states, providers, and the public. There are several other initiatives in Maine related to
health information technology. The State believes that it is critical to coordinate and integrate
communication strategies to takdvantage of economies of scale, resources, and as important,
to avoid fragmented programs that frankly, can be a barrier in and of itself, to health information
neds Communication, Educat.
on.

technol ogy.
the cont ext of

Ma i

AHI T I nitiative Coordinat.

B2d. HIT Initiative Coordination

S

(

on
0

MaineCare is committed to addressing the needs of underserved and vulnerable populations such

as children, individuals with chronic conditions, Title-B/foster children, individuals in lorg
term care settings and the aged, blind and disabled. To nmeetthmitment, MaineCare

optimizes the coordination of HIT initiatives.
The major coordination points angth the following partners:

Office of the State
Coordinator

The OSC has been assimilated into theQki#S
organizational structure, the OSC efforts have
been linked to the MaineCare HIT initiative to
bring about coordination and focus with project:
outside of MU to fit the MaineCare HIT initiative
into the larger Statevide HIT plan.

ConnectME Authority

MaineCare is coordinating with the ConnectME
Authority, which is responsible for mapping and
funding the development of broadband access
across the state, to enable access to EHR and-
share data in a secure manner.

Maine CDC and the
State of Vermont

Mai neCare is a partne
Ver mont on a newly aw
Insurance Plan Reauthorization Act (CHIPRA)
grant that has a large HIT component.

DHHS Initiatives

MaineCare is coordinating with other Federally
supported initiaves such as ICELO, rural Maine
Tele-health, and Health Care Reform initiatives.
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HealthinfoNet MaineCare participates in a variety of SIM
enabled program and integration activities and
data analytic efforts. Including Health Home
initiatives and the iplementation of the
MaineCare Clinical Dashboard.

Patient Centered MaineCare participates in a Stat@le Patient

Medical Home Project Centered Medical Home project which has
adopted HIT goals and activities.

Partnerships MaineCare aligns and coordinates its quality

measures and programs with Maine Quality
Counts and the Maine Quality Forum; and view
CMS a critical partner in a successful HIT effort

In Maine HIT Initiatives share governance structures (includinglpewipo are on the steering

committee of the various initiatives), stakeholder relationships, legal and contractual agreements

and communication efforts. For example, the OMS HIT Program and the CHIPRA Quality
Measurement activities have aligned four CHIPE#e measures with Meaningful Use

measures. A complete list of HfElated grants, including a description of the grant product and

how it supports the adoption ofl s£EHRA g xaeshsnmd rotg
section of the SMHP and the Implentation Advanced Planning Document (IAPD). To support

and further this coordination, MaineCareds Vi
activities:

Vision

Recognizing the benefits of improved health outcomes and program cost
efficienciesthat a multidimensional approach to HIT may afford, MaineCare
will realize increased efficiencies related to business processes and systen
integrations that allow access to patients, caregivers, and clinical care
coordinators and monitoring of patienteathrough the coordination of Feder:
State and DHHSpecific HIT initiatives and reporting mechanisms as define
by the MITA 3.0 Framework.

Goal

By 2019, all Federal, State and DHidfecific HIT initiatives will be
intrinsically linked througtalignment and coordination of plans and clinical
guality measures used to improve health outcomes for MaineCare beneficii
using data and technology standards as defined under the MITA 3.0 Frame
to enable MaineCare to fully inform and provide teeemntial data needed to
meet Triple Aim goals.
Activities to Accomplish Goal
1 Use the inventory of initiatives that was gathered for the SMHP plan
activities to ensure the MaineCare HIT Program vision and goals to
with the other HIT initiatives and vice versa and ensure that these vi
fall in line with the CMS MITA Franework.
1 Work to identify and remove barriers for provider adoption and healt
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information exchange.

1 Participate in planning and implementation efforts of the other initiati
including communications, sharing and exchanging data and inform:
long-range goals, and governance structure and vice versa.

1 Hold regularly scheduled meetings with the other HIT initiative grou
with standing agenda items such as avoiding duplication of efforts,
improving efficiencies, upcoming communications and edueatio
forums, sharing information, and systems updates that may provide
common efficiencies and opportunities for other initiatives to particip
in and benefit from.

1 Through coordination with the HIT initiatives and stakeholders, plan
conduct Statevide HIT summits that bring together stakeholders,
including providers and Members, to provide education on implemer
and deriving benefits from HIT and electronic health records.

1 Similar to the process to develop this SMHP, include other HIT
initiatives and stakeholders in the annual (or as needed) SMHP and
updates.

1 Fully integrate, share, and analyze the quality measures from all HIT
initiatives and use the results to further improve program delivery an
health outcomes.

1 Conduct joint surveys anuse other methods to gather provider,
Member, public and decisiemaker opinions and input to measure the
success of coordination and integration of the HIT initiatives.

1 Leverage the CMS and ONC support that is available for states to pl
and implemat successful HIT programs.

B2e.Infrastructure and Systems

The technical infrastructure and systems must support the implementation of the EHR Incentive
Program and advance the letggm HIT vision. Maine has an O[Dffice of Information
Technology)vision for all DHHS applications that has been reviewed and recognized by DHHS
executive management as setting standards for OIT work. The 2014 OIT visempls,

process, and technology. OIT will continue to evolsea organization using these three pillars

to work with agency partners, and outside partners and government organizations, to minimize risk
(cyber security, disaster recovery), to ensure stablegfiesttive platforms, and provide technical

solutions hrough project management best practiéég OIT technical requirements and system
design to support the MaineCareodsterBHIR | ncent.i
vision provide the basis for Maineitf:is HI T vi si

Vision

The MaineCare MU program will advance the provision of services that ai
clientcentered to improve health outcomes, quality, patient safety,
engagement, care coordination, and efficiency of the health care system ¢
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reduce operating costs by eliminating duplication of data costs through
promoting adoption and Meaningful Use of health information technology,
adherence to the CMS MITA Framework.

Goal

By 2019, all MaineCare Members will be managed by DHHSpaodiders
who have secure access to health related information within a connected
care system using data and technology standards that enable movement
electronic health information to support patient and populatr@nted health
care needs anaghich meet Meaningful Use requirements.

Activities to Accomplish Goal

Create a single point of entry for providers and a common identifier to the
Stateds systems for quality, cost
ultimately connect to thilealth Information Exchange by creating a tway
data flow to and from State systems such as:

1 MIHMS- Claims Database

1 IMMPACT 2- Web- based Immunization Information System

1 HealthinfoNeti Mai nebés Heal th I nfor mat

1 Create a simple, streamlined and automated process for Providers
report Meaningful Use criteria, quality measures and obtain EHR
incentive payments;

1 Make available all health information (including mental health,
substance abuse, HIV and other protedtealth information,
medications and diagnoses) to all MaineCare Members in an easy
understand format;

1 Use a common individual identifier (e.g., Master Client Index)
technology for continuity of care for individual MaineCare Members
and for linking Menber information with other Maine Departments
such as Corrections and Education;

1 Remove data silos from State systems to provide access to the da
is collected and managed commonly across DHHS;

1 Coordinate the clinical quality measures gathered by BltiHensure
CHIPRA, Meaningful Use, and all other clinical quality measures al
coordinated especially for populations with unique needs, such as
children;

1 Provide patients and families access to their health care data throu
Member portal;

9 Collect amd disburse data in a secure standardized manner to prom
evidencebased protocols for clinical decisions.
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SECTION C. ACTIVITIES TO ADMINISTER THE EHR INCENTIVES PROGRAM

MaineCare spent a great deal of time defining the processes and activities necessary to

administer the Medicaid HIT Program and used the framework that CMS provided for states to
develop its fAinecessary activit i ersandEHgdbitty;i on of
2) Payment; 3) Appeals; 4) Reporting;5) Communication, Education and Outreach; and 6) State
Oversight. MaineCare developed a slgpstep process flow to identify each activity needed to

meet EHR program technology and operationsirements and then for each activity, identified

specific tasks and technologies to accomplish the activity.

Program Communication
Registration and Reporting Education State Oversight
Eligibility Outreach
8 Appeal Eligibility,
8 Sl PERmEn Attestation, and Submit Annual CMS Manage Provider PevEier Riles EZme
Register EP or EH Request and e State Plan
8 Payment Report Inquiries
Attestations - q Amendments
Determinations
Deliver Provider
8 D 8 D Submit Quarterly Education, Training 8 :
Determine Eligibility Verify Eligibility HHS Report and Technical Maintain SMHP
Assistance
Switch EP between q s
S Deliver Provider :
Progrg;re\“:ndlor Adjudicate Payment Submit I-APD

Track and Report
FFP for the
Administration of
the Program

Manage
Recoupment

Figure 14 - SMHP "Necessary Activities" Framework

Manage FFP for
Provider Incentive
Payments

Please see the embedded document below containing the higprteass flow for the
Activities necessary to administer the Medicaid EHR Incentive Payment Prdtram.
Maine EﬁP High
Level Process Flow

Section C. Part 1. Program Registration

Cla. Registration at the National Level Registry (NLR)

1 EP/EH initiates regisaition at the NLR for first time program participation

1 EP/EH completes all updates necessary in the NtRange of State, change of payee
information, CEHRT information and email contact.
1 The NLR will complete an initial check of the EP/EH Medicare /Madienroliment

status and a check for exclusions.

34 Embedded document
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1 The NLR will complete an initial check of the EP/EH Medicare/Medicaid enrollment
status and a check for exclusions.
1 The NLR will electronically notify théMaine HIT progranof registrationE£P/EHthat
choose Maine as the state they wish to continue the application process with by sending
the state a B6 fileThe B6 file includes the following:
0 Action of B6i registration added, updated, inactivated, in progress
o EP/EH registration number
o EP/EHname and State

Figure 15- B6 Notice from NLR to Maine HIT Program

Clb. NLR to SLR Data Feed

The Maine HIT programeceives the EP's or EH's registration information from the NLR into
the State Level Repository (SLR) vidBé transaction from the NLR
The following information is included in the B6 notification:

1. Action of B6T registration added, updated, inactivated, in progress

2. EP/EHregistration number
3. EP/EHname and State

The SLR is populated with information from the NkR the B6. This information is hard coded
and cannot be changed by the HIT specialist.
Included data:

1. Registration number
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